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REPORT OF UNUSUAL FOREIGN BODY 
IN FEMALE BLADDER* 


BY EDWARD J. 


V., aged 34 years, a married female, had 
e had two children and one miscarriage. 


Five days before her first admission on October 1, 
she had attempted to induce abortion by the insertion 
of a stick of slippery elm. According to the history 
she was three months pregnant at the time. Four 
days after the insertion of the stick she had consid- 


Foreign body removed from female bladder. It was a ‘‘stick 
of slippery elm bark” that had been in the bladder 2% months. 


erable vaginal bleeding and some pain in the pelvis. 
Her temperature was 99°, pulse 106, and respirations 
22: the W. B. C. was 10,400. Vaginal examination at 
this time showed a uterus of about three months 
pregnancy with an undilated os. She was treated 
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palliatively and discharged well from the hospital 
one week later. 


On October 16 the patient was readmitted, bleeding 
freely at this time. The os was dilated, with pla- 
cental tissue protruding. Dilatation and curettage 
were done and after an uneventful convalescence 
she was discharged. 

She returned to the hospital on December 14 com- 
plaining of pain in both lower quadrants of two 
weeks’ duration, accompanied with tenesmus and 
dysuria of four days’ duration. On physical exam- 
ination there was found tenderness in both lower 
quadrants, greatest over McBurney’s point. There was 
considerable pus in the urine and a cystoscopy was 
done. The bladder would hold only two ounces of 
liquid and it was impossible to get a clear visualiza- 
tion, but a diagnosis of vesical calculus was made. 
X-ray showed a shadow consistent with calculus of 
the bladder. 


The following day an attempt was made to crush 
the foreign body with a lithotrite but this was un- 
successful. 


Suprapubic cystostomy was done on December 17 
and a slippery elm stick 15 cm. long covered with a 
calcareous deposit was removed from the bladder. 
The patient had an uneventful convalescence and 
was discharged from the hospital two weeks later. 


CONCLUSION 


It is apparent that this stick was forced 
through the urethra into the bladder and the 
sharpened end was imbedded in the wall of the 
bladder and was lost. The patient at no time 
volunteered the information that the stick had 
not been retrieved. It was in the bladder ap- 


proximately 214 months. 


ECTOPIC URETERAL OPENING, ABSENCE OF HALF 
OF TRIGONE, AND HYPOPLASTIC KIDNEY* 


Report of a Case 


BY CHANNING 


ISS A. L., aged 24, single, a patient of Dr. 
Ernest J. Fraser of Nashua, N. H., had had 
diurnal incontinence all her life. There was no 
leakage at night when she was lying in bed. De- 
spite the constant dribbling in the daytime she 
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was able to void at times as much as a glassful. 
There was no dysuria or hematuria. The menses 
were regular. 


The patient was rather short and stout but the 
general physical examination revealed no abnormali- 
ties. There was no tenderness over the kidneys, 
ureters, or bladder and no masses could be felt. The 
urinalysis was: strawcolored, hazy, Sp. gr. 1012, Reac. 
acid., Alb: neg., Sug: neg., Sed: occasional epithelial 


cells and amorphous urates. 
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Cystoscopy: A No. 24F catheterizing cystoscope| deeply into this tissue with an exploring finger, a 


passed easily to the bladder without obstruction. 
There was no residual urine. The bladder mucosa 
and musculature appeared normal. The left ureteral 
orifice was normal and a No. 6 radiographic catheter 
went to the renal pelvis without obstruction. When 
the instrument was swung along the trigone to find 
the right ureteral orifice, it was noted that at the 
midline the trigonal ridge ended. There was no 
ureteral orifice in the position where one would nor- 
mally expect to find it. Furthermore the partial 
trigone seemed to run more toward the vesical out- 
let than across the bladder. Therefore the cysto- 
scope, tilted to position of “‘seven o’clock”, was with- 
drawn towards the bladder outlet. With the eye- 
piece quite elevated, I thought I saw what might be 
an orifice on the edge of the sphincter at the bladder 
outlet. 

Four cc. of indigo-carmine were given intravenous- 
ly. It appeared in 1% minutes from the left side 
through the ureteral catheter and fortunately did not 
come into the bladder around the catheter. While 
looking at the area where the other orifice was sup- 


& 


Kidney and ureter, actual size. 


posed to be, I was glad to see two definite puffs of 
blue come out about seven minutes after injection. 
I did not see any further jets of blue. The bladder 
media remained clear. Repeated attempts to cath- 
eterize this low orifice were unsuccessful. The sed- 
iment and function from the left kidney were normal. 
A pyelogram of the left kidney was normal. With a 
small catheter in the bladder through the urethra 
there was a constant slight dribble around the cath- 
eter. There was no leakage from the vagina or 
rectum. A cystogram was negative. Uroselectan was 
given twice but neither time were there any shadows 
on the right side, though the left kidney appeared 
normal. 

The patient was told that she probably had a hy- 
poplastic or rudimentary kidney on the right side 
with an ectopic ureteral opening at the edge of the 
sphincter giving her the constant dribbling when she 
was in the erect posture. Exploratory operation with 
probable nephrectomy was advised and the patient 
consented. 

Operation September 24, 1930. St. Joseph’s Hos- 
pital, Nashua, N. H. The usual muscle-splitting ap- 
proach through the right lumbar region was made. 
No organ like a kidney could be felt. What seemed 
like perirenal fascia was opened. While probing 


firm mass, the size of a horse-chestnut, was felt. At 
first it was thought to be an enlarged lymph node. 
However, it was decided to get the mass up into 
view if possible. After freeing it of adhesions and 
lifting it with two fingers the surface was noted to 
resemble renal tissue. It was then rapidly cleaned 
off and proved to be a hypoplastic kidney with rather 
a large ureter running down from it. The pedicle 


Normal infantile kidney. Low power. 


consisted of a few small vessels none of which was 
over 1 mm. in diameter. It was therefore easily 
handled en masse with a right angle clamp. The 
ureter was freed up to where it dipped into the pelvis 
and here it was clamped, tied off, carbolized, and cut. 
A rubber dam wick was placed to this area and the 
wound closed in layers in the usual manner. 

The pathologic report is as follows: The speci- 
men consists of a very small, infantile kidney, meas- 


Normal infantile kidney. High power. 


uring 2.8 x 1.2 x 1cm. The surface is smooth, soft, 
and is divided into a superior and inferior portion 
by a shallow sulcus. The capsule strips with ease. 
The cut surface shows two distinct pyramids and the 
cortex measures about 1-3 mm. No pelvis, inter- 
renal or extrarenal, is present. A portion of ureter 
is attached and measures 5 x 1.6 cm. It appears 
normal in its transverse diameter. The mucosa is 
negative. Microscopic examination shows the nor- 
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mal infantile structure. No pathologic changes are 
observed. Diagnosis: Hypoplasia of the kidney. 
Signed: John Bradley, M.D. 

The patient made an uneventful postoperative re- 


covery except for a few days about the middle of her. 


convalescence when there was fever, pyuria, and dis- 
charge from the wound. This soon cleared up and 
she was discharged from the hospital October 23, 
1930. There has been no incontinence since; the 
patient is in apparent good health, and has gone 
back to work. 


Those who are interested in the subject of 
ectopic ureters will find a very thorough article 
by J. C. Sargent on this subject with 185 refer- 
ences to the literature in the Journal of Urology 
for March, 1930. E. F. Kilbane also has an ex- 
cellent article in Surgery, Gynecology, and Ob- 
stetrics for January, 1926. Unilateral Renal 
Aplasia including the Hypoplastic Kidney is 


well discussed by MacKenzie and Hawthorne in 
Surgery, Gynecology, and Obstetrics for Janu- 
ary, 1928. They also give several references. 
The period of embryonic life at which the de- 
fect takes place determines the abnormal end- 
result seen later on. I have not as yet seen re- 
corded a ease which exactly duplicates this one 
in all the findings, though a case reported by 
Judd in Surgery, Gynecology, and Obstetrics 
for July, 1918 is very similar. It was handled 
by ureteral transplantation rather than nephrec- 
tomy, and the function of the kidney, which was 
supposedly infantile though no pyelogram is re- 
corded, was about half that of the other side, 
whereas in our case the function, judging from 
the indigo-carmine and uroselectan tests, was 
practically nil. 


POLYCYSTIC KIDNEYS* 


BY AUGUSTUS RILEY, M.D.t 


HIS is a specimen (Polycystic Kidneys) 

from a case I have followed for the past five 
years. The patient, male, died January 20. At 
autopsy the kidneys were found to fill practi- 
cally the whole abdomen. They extended from 
into the pelvis below, up behind the stomach, 
pancreas and liver above to the highest dome of 
the diaphragm. The pancreas was adherent 
across the anterior surface of the left kidney 
about four inches from the upper pole of the 
kidney. The intestines were crowded to the 
upper half of the peritoneal cavity, so that when 
it was opened one saw in the lower half the 
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huge masses on either side of the median line 
and practically meeting in the median line, 
touching the mesentery on both sides. The kid- 
neys weighed eleven pounds. 

The patient was 42 years old. He came to the 
Out-Patient Department, Boston City Hospital, 
five years ago, complaining of pain in his right 
side and hematuria. He had several attacks of 
hematuria at different times. Following each 
attack he would run a septic temperature and 
his urine was turbid. I believe his temperature 
was due to broken down blood retained in the 
kidney pelves. 

His N. P. N. was 150 several times and for 
some time before his death. For the past year 
his kidney function was practically nil, showing 
the slightest trace of pink dye after two hours. 


THE PREVENTION OF PERIVESICAL CELLULITIS AND 
SUPPURATION FOLLOWING SUPRAPUBIC CYSTOSTOMY BY 
THE USE OF KIDD’S PERFORATOR AND INTRODUCER* 


BY VINCENT VERMOOTEN, M.D.t+ 


ECENTLY attention has again been called 

to the high mortality following suprapubic 

eystostomy, much of which is assumed to be due 
to perivesical cellulitis and suppuration. 

In an attempt to avoid this, prevesical section 
was recently revived both by Neff' and by 
Keyes”. Keyes says that without prevesical sec- 
tion the mortality from suprapubic cystostomy 
between 1917 and 1922 at Bellevue was about 
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33% while at a private hospital his mortality 
was as high as 14%. Pelvic cellulitis was the 
predominant cause of death. 

In the New Haven Hospital most of the pros- 
tatie operations are done perineally. Prelimi- 
nary suprapubic cystostomy is instituted only 
when catheter drainage is unsatisfactory, when 
the patient tolerates a catheter badly, or when 
severe urethritis or epididymitis develops. It is 
thus only carried out upon infected irritated 
bladders excepting when it is done for some 
operative procedure on the bladder itself or 


‘for permanent vesical drainage. For this reason 


we are not able to compare our statistics with 
those of clinies where suprapubic drainage is a 
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routine preliminary to suprapubic or perineal 
prostatectomy. 

During the past four years 77 suprapubic cys- 
tostomies were performed in the New Haven 
Hospital. In 42 instances this was the only op- 
eration done; in 12 it was preliminary to a per- 
ineal and in 11 preliminary to a suprapubic 
prostatectomy; in 6 it was for the purpose of 
inserting radium into a vesical neoplasm; in 5 
for the purpose of doing a diverticulectomy, and 
in one instance for a primary suprapubic prosta- 
tectomy. Twenty-three of these 77 patients died ; 
a mortality of 30%. Of the 23 deaths, 18 fol- 
lowed the cystostomy alone; 2 followed a supra- 
pubie cystostomy and diverticulectomy ; one the 
insertion of radium, and 2 followed the subse- 
quent operation (prostatectomy). 

In analyzing the 21 deaths which followed the 
primary operation, we find that one was done 
on a patient suffering from a generalized car- 
cinomatosis with cord bladder, a second on a pa- 
tient who had a carcinoma of the rectum with 
urethral involvement and urinary extravasation. 
Both these patients died within forty-eight hours 
after the vesical drainage. Four patients seemed 
not to react to the operation at all but went 
progressively downhill and eyentually died from 
bronchopn ia, myocarditis and bilateral 
pyelonephritis. Two were uremic and practi- 
cally moribund when operated on. They died 
shortly after the cystostomy. Four had much 
fever and gave other signs of sepsis before op- 
eration and died soon after. Nine, however, who 
had normal temperatures before operation, de- 
veloped definite signs of sepsis immediately af- 
terwards and died without regaining a normal 
temperature. Of these nine, non-hemolytic 
streptococci were isolated from the blood stream 
in two, and a third showed, at autopsy, an ex- 
tensive perivesical suppuration. Had we been 
able to prevent this sepsis which obviously fol- 
lowed the escape of heavily infected urine into 
the suprapubic wound at the time the cystos- 
tomy was done (and also afterwards), we might 
possibly have prevented the deaths of these nine 
patients, or 43% of the patients who died sub- 
sequent to suprapubic cystostomy. 

On examining the records of these 77 patients 
we find in 11 instances that the wounds were ap- 
parently not infected and leaked no urine. No 
notes were available in 16 instances, while in 50 
(or 65%) there was definite suppuration of the 
wound with or without some urinary drainage, 
either around the catheter, through the wound 
or both. 

With these data before us, it seems obvious that 
the advocates of prevesical section have taken a 
definite step in the right direction. 

Recently I have acquired and have been using 
a cystotome known as the ‘‘ Kidd perforator and 
introducer’’ (Fig. 1) which was designed by 
Mr. Frank Kidd, the eminent London urologist. 
So far I have only been able to use this instru- 
ment in six instances. 


7 


CASE REPORTS 


The first patient on whom this was used was a 
male 47 years of age (St. C. S. No. 95332) who, as 
a result of multiple sclerosis had a markedly dis- 
tended bladder with paradoxical incontinence. His 


FIG. 1. The Kidd perforator and introducer and the type of 
suprapubic drainage tube used. 


urine was infected and his daily temperature ranged 
between 99° F. and 100° F. On December 17, 1930, 
a suprapubic cystostomy was done using the Kidd 
cystotome. Following this his temperature dropped 
to normal and since then has not been above 99.4° F. 


FIG. 2. The wound of the first patient four weeks after 


cystostomy. 
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The wound healed rer primam. 
wound four weeks after operation. 
The second patient (T. F. No. 95484) was a col- 
ored male 70 years of age who was admitted to the 
hospital in a moribund condition. He had not 
passed any urine for two or three days due to an 
impermeable urethral stricture and a generally en- 
larged adenomatous prostate. His temperature on 
admission was 101.4° F. and his blood non protein 


Fig. 2 shows the 


The third patient (C. S. No. 100353) was a 52 year 
old man who was admitted to the hospital on ac- 
count of a cord tumor. He had a typical cord blad- 
der which, as a result of catheterization had become 
infected. His admission temperature was 102° F. 
The next day his temperature rose to 103° F. The 
third day a suprapubic cystostomy was done using 
the Kidd cystotome. The day after operation his 
temperature only reached 101.4° F. By the fourth 


FIG. 3. Autopsy specimen of the second patient showing 
the well-healed suprapubic wound and the sinus tract leading 


to the bladder. 


patient died about five w 
monary embolus. 


nitrogen 94 mgm. per litre. His bladder was dis- 
tended to the umbilicus. Under novocaine anes- 
thesia a suprapubic cystostomy was done using the 
Kidd cystotome. He remained semicomatose and 
disoriented for four days during which time he re- 


‘ceived 1500 cc. of 5% glucose and 2500 cc. normal 


saline intravenously each day. His general condi- 
tion progressively improved so that soon he was up 
and walking about the ward. His temperature fell 
from the time of operation till the fourth day post- 
operative when it reached normal and remained 
below 99° F. for the next four weeks when it grad- 
ually began to rise, reaching 101°F. just before his 
death four days later. Autopsy showed that death 
was due to a large pulmonary embolus, the source 
of which was not located. The suprapubic wound 
healed per primam with no evidence of perivesical 
suppuration, as can be seen in the specimen re- 
moved at autopsy (Fig. 3). 


Note the lack of evidence of perivesi 
puration and the normal condition of the abdominal wall. 


sup- 
The 
after cystostomy from a pul- 


day postoperative the highest temperature recorded 
was 99° F. Since then his temperature has remained 
normal. There was never any urinary leakage or 
drainage except through the malecot catheter. The 
wound healed per primam. Figs. 4A and 4B show 
the wound at the end of the first and second weeks 
postoperative. 

The fourth patient (F. S. No. 13462) was a white 
male 69 years of age who was admitted to the hos- 
pital with an extensive inoperable carcinoma of the 
prostate. He had several attacks of acute reten- 
tion during the previous year. A month before ad- 
mission he had had a full course of deep x-ray ther- 
apy which only served to aggravate his symptoms of 
urgency, dysuria and frequency. The morning after 
admission, a suprapubic cystostomy was done using 
the Kidd cystotome. In spite of the fact that he was 
a large, obese individual with pus and colon bacilli 
in his urine, his wound healed per primam and 
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there was no indication of any urinary leakage or ex- 
travasation. Fig. 5 shows the condition of the wound 
eight days postoperative. His temperature the day 
after operation reached 99.6°F. but after that never 
went above 99°F. 


FIG. 4A. The 
cystostomy. 


The fifth patient (J. W. No. 100355), a man 63 
years of age was admitted on account of acute re- 
tention of urine which he had had for the previous 
48 hours. This was found to be due to an imper- 


wound of the third patient eight days after 


FIG. 4B. The same wound as in figure 4A two weeks after 
operation. 


meable urethral stricture. A suprapubic cystostomy 
was done using the Kidd cystotome. About 600 cc. 
of grossly infected foul-smelling urine was obtained 
from the bladder. The wound healed well with no 
urinary leak or extravasation and there was no evi- 
dence of infection. Following the cystostomy there 
was some hematuria. On the fourth day postoper- 


ative, the tube was removed since it did not seem 
to be draining satisfactorily. 


It could not be re- 


cot catheter inserted with the use of the Kidd 


placed, so that twenty-four hours later the wound 
had to be reopened and the bladder again exposed 
in order to replace the cystostomy tube. The bladder 
was found to contain about 500 cc. of infected urine. 
A small clot of fibrin covered the site of the previous 
cystotomy. <A large rubber drainage tube was su- 
tured in the bladder in the usual manner. 


The sixth and last case (W. A. No. 100481), a 
white male 69 years of age was operated on only a 
week ago. A permanent suprapubic cystostomy was 
done using the Kidd cystotome, the indications for 
operation being marked urgency and frequency of 
urination due to an extensive carcinoma of the pros- 
tate and severe cystitis. At the time of operation 
his blood non protein nitrogen was 94 mg. per litre. 
He was drowsy and had been having much nausea 
and vomiting. His wound is now healing well with 


FIG. 5. The wound of the fourth patient eight 
suprapubic cystostomy. 


days after 


no signs of infection in spite of the fact that the 
urine at the time of operation was grossly almost 
like pea soup. 


OPERATIVE TECHNIQUE 


Under local or general anesthesia, the blad- 
der is exposed through a low muiu-iine supra- 
pubie incision, the incision being as long as 
may be necessary to obtain a satisfactory expo- 
sure of the distended bladder. The peritoneal 
reflection is pushed up exposing the entire an- 
terior surface of the fundus of the bladder. If 
the bladder is not well distended, this should 
now be done. The medium used is immaterial. 
We ordinarily use a 1:1000 solution of meroxyl. 

The distended bladder is grasped and firmly 
held with mucosa clamps and the two-wing male- 


perforator and introducer. In most instances 
about one ce. of vesical contents escapes as the 
catheter enters the bladder. The cystotome is 
removed and the vesical contents allowed to 
drain into a receptacle. As the bladder empties, 
it contracts. When empty, it hugs the tube so 
closely that urine cannot escape around the tube. 
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The wound is irrigated with saline and then 
closed. A rubber sheath drain is placed in the 
space of Retzius and removed 24-48 hours later. 
Two stay sutures hold the wound together. The 
rectus fascia is approximated with interrupted 
sutures of No. 0 chromic catgut. The tube is 
tied in with a heavy silk suture passed through 
the skin. 


COMMENT 


In our limited experience with Mr. Frank 
Kidd’s valuable adjunct to the urologic arma- 
mentarium we feel safe in saying that with it 
one is able to do a suprapubic cystostomy even 
in the presence of a very heavily infected blad- 
der urine with only a minimal, if any, perivesi- 
eal cellulitis; with no urinary leak and no evi- 
dence of infection of the suprapubic wound 
which heals per primam. 

The blade of the eystotome is 14% em. long 
and the wings of the catheter when straightened 
out measure 4 em. which means that one should 
have at least 5 em. of space in the bladder in 
order effectively to introduce the two-wing male- 
eot catheter with the use of Kidd’s eystotome. 
A contracted bladder or one which cannot be 
distended to about a 400 ce. capacity is a defi- 
nite contraindication to its use. 

It is also not advisable to use this instrument 
when there is a possibility that due to delirium 
or some other mental state the patient is liable to 
pull out his suprapubic tube before sufficient ad- 
hesions have formed to establish a definite sinus 
tract, as this may necessitate reopening of the 
wound in order to reinsert the tube. 


SUMMARY 


Perivesical cellulitis and suppuration follow- 
ing suprapubic cystostomy are responsible for a 
large percentage of the deaths following this op- 
eration. These can be prevented by the use of 
the Kidd suprapubic perforator and introducer. 

Six consecutive cystostomies are here reported 
in which this instrument was used. In spite of 
severe vesical infections in several instances, all 
the wounds healed per primam. There was no 
urinary leakage around the tube or through the 
wound and no evidence of suppuration. 
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Discussion 


Dr. QuinsBy: This is a very interesting com- 
munication. Suprapubie puncture of the blad- 
der, as we all know, has been used a good many 
times in one way or another; but this is a more 
elaborate method made by combining the first 
stage of a suprapubic operation with a form of 
trocar puncture of the bladder after the mus- 
culature and skin have been previously incised. 
From Dr. Vermooten’s report at least, and the- 
oretically also, it would seem to avoid a great 


deal of infection and soiling that may oceur un- 
der other circumstances. 

I would like to ask one question. Do you not 
have to stay the bladder first in some way be- 
fore you attempt to incise it with this instru- 
ment ? 


Dr. VERMOOTEN: Generally I hold the blad- 
der with Allis clamps, except bladders that are 
so tensely distended that it is not necessary. In 
introducing the instrument you have to go very 
carefully because as it jumps into the bladder, 
if you are not careful with your hold, it may 
jump too far. We had one patient who had 
hematuria which cleared up in a day or two 
and I presume it was from puncture inside the 
bladder. 


Dr. Jonnson: Do I understand that vou 
must cut down as far as the bladder before 
introducing this instrument? 


Dr. VERMOOTEN: Yes —to prevent injuring 
the peritoneum and also to get sufficient adhe- 
sions to form around the bladder, combining 
Dr. Keyes’ two-stage operation into one. 


Dr. Herpurn: I listened with a good deal of 
astonishment to Dr. Keyes’ statistics here at the 
last meeting, and now I have just listened to 
Dr. Vermooten’s statisties of their high mortal- 
ity with suprapubie cystotomies. I cannot un- 
derstand their high mortality unless they are 
doing this operation on their most desperate 
risks. As I get their theory, infection of the 
suprapubie wound from pussy urine is the cause 
of this mortality. Therefore, Dr. Keyes has sug- 
gested a two-stage suprapubic cystotomy, and 
now Dr. Vermooten proposes to introduce his 
catheter through the suprapubic wound into the 
bladder by using a trocar, thereby suggesting 
that he keeps his suprapubic wound aseptic. 

I think that I would hate to depend on the 
asepsis of the trocar method to avoid infection. 
Everyone who has gone in through a distended 
bladder knows how, on even the introduction 
of a needle, urine will leak around it, and there- 
fore expects a certain amount of urinary leak- 
age. I was interested in Dr. Vermooten’s pic- 
tures and noticed how beautifully he closed the 
skin of his suprapubic incision around his cathe- 
ter. For some years I have been impressed with 
the danger of suturing the skin of any supra- 
pubie wound too prettily if the wound is in- 
fected. When you are dealing with pussy urine 
it is safer to assume that your suprapubic 
wound is infected and to give free drainage. 
The muscle and fascia may be sewed quite snug- 
ly, but it is wiser in most cases not to put in 
skin sutures. I am quite sure that if gentleness 
and free drainage are observed in suprapubic 
eystotomies, the mortality is very low. 

Moreover, I dislike to see it suggested that 
we diseard, as we would have to with the trocar 
method of introducing the catheter, the very im- 
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portant information which one gets by introduc- 
ing the finger through the suprapubic incision 
into the bladder in order to palpate the pros- 
tate. I find myself depending more and more 
on this method of obtaining information con- 
cerning the character of a prostate. It is often 
safer than a cystoscopy. In spite of the obvi- 
ous advantage of a cystoscopy, the introduction 
of a cystoscope frequently traumatizes the 
urethra and makes a portal of entry for dan- 
gerous infection. 


Dr. Epwarp lL. Merritt, Fall River, Mass. : 
I think these figures which have been given us 
are very enlightening. For some time statistics 
have rather astonished us by showing that there 
is a higher mortality following suprapubic 
eystostomy than following prostatectomy. This 
undoubtedly is due to the fact that patients, no 
matter how poor their physical condition may 
be, receive suprapubic cystostomy but do not 
always have the prostatectomy and I think we 
must not be misled by the feeling that this high 
mortality is caused by the infected urine alone. 
If we will carefully look over our records, I 
believe we shall all find that patients classified 
as exceedingly poor risks, on whom we would 
not dare do a prostatectomy, do have a supra- 


pubie cystostomy. In my opinion the fact that] ¢ 


they are poor risks from a cardiorenal and cir- 
culatory standpoint also enters into this dis- 
cussion to a great degree. I wish to congratu- 
late Doctor Vermooten on his excellent presen- 
tation. 


Dr. ArTHUR L. CuuTEe: It seems to me that 
the tube that Dr. Vermooten has shown is too 
small to provide real good drainage. I really 
think the cases in which we have dangerous sep- 
sis following the insertion of a large suprapubic 
tube in the bladder are comparatively few, 
though there can be no doubt that they occur, 
but I believe that even with a foul bladder urine, 
we rarely have serious sepsis of the prevesical 
space if we provide proper drainage by means 
of a rubber wick above and below the tube. 

Furthermore it seems to me that we are get- 
ting the death rate of neglected prostatic cases 
mixed up with that of the operative treatment. 
The natural history of prostatic obstruction 
when totally neglected is to have a mortality of 
100% : lesser degrees of neglect are attended with 
a lesser mortality. I do not believe that any 
treatment will wholly eliminate mortality in 
such cases. 


Dr. VERMOOTEN: In connection with the 
eystostomies, I think that Dr. Merritt is cor- 
rect that a certain number of prostaties die, 
not because of the part played by infection. 
This is one of the reasons that I looked up the 
causes and results of our mortality after supra- 
pubie wounds, knowing that so many patients 
have had suprapubic cystostomies without hav- 
ing reached prostatectomy. Twenty-one of the 


twenty-three died soon after suprapubic cystos- 
tomy and of these twenty-one, nine had normal 
temperatures before operation—in other words, 
were perfectly well. These nine, or 43%, died 
from infection. This we know because after 
their operation they began to have a fever run- 
ning to 103° or 104° and they maintained an 
elevated temperature until they died. Of those 
patients who died with an elevated temperature, 
in two we were able to recover non-hemolytic 
streptococcus in the blood stream. One other 
at autopsy showed very extensive perivesical 
suppuration with a large abscess in one of the 
seminal vesicles which was not there before the 
eystostomy. This infection was the result of the 
eystostomy: according to the temperature chart 
and every other indication. 

In answer to Dr. Hepburn with regard to clos- 
ing the wounds—previously we did not sew them 
up tightly. When there was a heavy infection, 
we used only stay sutures and drains because 
we knew that a suprapubic cystostomy, not prop- 
erly drained, would lead to suppuration and 
death. Using this instrument we spill probably 
only a e.c. of urine. This escapes while the 
tube is being put in and can readily be washed 
out with saline. So far, our wounds have 
healed per primam and with no evidence of in- 
ection. 

As Dr. Hepburn says, if you take a distended 
bladder and put a needle into it, you are liable 
to get leakage around it, but in this case the 
tube stretches the muscles over it while the 
bladder is distended to 500-1000 cc. As it 
empties it contracts down and then there is 
no leakage around the tube. Whether it is 
first stage or not is immaterial. The only 
excuse we have for doing a suprapubic cystos- 
tomy before doing a prostatectomy is on account 
of the fact that the catheter drainage is unsatis- 
factory. Every patient who comes into the New 
Haven Hospital is put on catheter drainage 
through the urethra, chiefly because we prefer 
to do our operations perineally. We prefer 
catheter drainage to operation. So the patients 
we do this on are those who tolerate inlying 
catheters very poorly and in whom there is a 
severe infection or other complication. It does 
not, of course, give one the opportunity of feel- 
ing inside the bladder before one reaches the 
stage of the second operation but there are 
very few patients on whom a cystoscopy cannot 
be done. We leave the tube in. It is necessary 
to leave it in ten days in order to form a suffi- 
cient sinus to permit replacement of the tube. 

You will note that one part of the instru- 
ment has a blade on it, the other is blunt. The 
blunt end can replace the blade end, and as 
you put it in and pull it out there is only a 
certain length to the tube and to the catheters 
and this length is the same. If you want to 
remove the tube and are worried about pulling 
the head off, you can put the blunt end on. We 
ordinarily use a No. 36 catheter. 
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Dr. Swan: Have you had occasion to decom- 
press a markedly distended bladder by this 
method and found it feasible without any leak- 


age around the suprapubic wound? 


Dr. VERMOOTEN: We have not made an at- 
tempt to decompress an overdistended bladder 
by this means but I should think it would be 
quite feasible. 


EMBRYONAL ADENOMYOSARCOMA OF THE KIDNEY 
IN ADULTS* 


BY RALPH HATHAWAY JENKINS, M.D.t 


MBRYONAL adenomyosareoma of the kid- 
ney is a rare disease in adults. Kilbane and 
Lester? recently made a careful search of the 
literature and found only fifteen reported cases. 


According to their statement, some of them may 


FIG. 1. X-ray film of chest 
in both lung fields. 
not have been .embryonal adenomyosarcoma. 
The eases were equally divided between the 
sexes; the youngest 22, the oldest 59 years of 
age. The case reported by Kilbane and Lester 
was in a male of 48. Our ease incorporated in 
this article was a male of 67, eight years older 
than any case previously reported. 

Ewing? states that the great majority of these 
tumors are observed in the first three years of 
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life. They are rarely found after the tenth 
year. Schaffer* describes an early stage of the 
disease in the single kidney of a deformed fetus. 
Embryonal sarcoma, which is of rather frequent 
occurrence in infants, is one of the most char- 


showing large circular nodules 


acteristic neoplasms of the kidney. Its complex 
structure, rapid growth to a very large size, 
fatal course, and obscure origin, render it a 
specific clinical disease. 

In reference to the signs and symptoms of sar- 
coma of the kidney in adults, Kretschmer and 
Randolph‘ made the following statement: ‘‘The 
preoperative diagnosis of sarcoma of the kidney 
as differentiated from the other types of kid- 
ney tumor is practically impossible. A diagno- 
sis of tumor is simple enough but there is no 
symptom or sign that justifies making a diag- 
nosis of sarcoma, particularly if we bear in mind 
the great rarity of these tumors in the adult.’’ 
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FIG. 2. Cross section—specimen of lung, showing more clear- 
ly the circular nodule. 


FIG. 8. Gross specimens of kidneys. The metastatic nodule 

was excised from the right kidney for section. The entire upper 
portion of the left kidney is replaced by the tumor mass. 
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This statement is apparently true, although the 
recognition of the early metastasis of sarcoma 
of the lungs may be suggestive. Cell-emboli of 


sarcoma pass readily into the vessels and lodge 
first in the lungs which are the chief seat of 
Ewing states that ‘‘in 


sarecomatous metastasis. 


that radiographie examination may aid us ocea- 
sionally in the diagnosis of kidney tumors and 
prevent us from performing some useless opera- 
tion. 

The embryonal adenomyosareomata are clas- 
sified as embryonal mixed tumors. — Bireh- 


FIG. 4. 


a considerable series of cases of sarcoma at the 
Memorial Hospital, the x-ray photograph of the 
lungs has revealed pulmonary nodules in appar- 
ently operable cases, and in not a few which 
had just recovered from operation’’. 


+ 


The radiographic examination of the chest 
in the case presented here suggested probable 
sarcomatous metastasis to both lung fields. This 
evidence with other signs and symptoms of renal 
disease should make the diagnosis of sarcoma of 
the kidney apparently simple. The same early 


metastasis to the lungs may occur with other 
tumors of the kidney. It would seem, therefore, 


mass suggestive of epithelial growth. 


Gross specimen of heart showing a metastatic nodule. 


Hirschfeld’ was the first to make this classifica- 
tion, as such tumors were considered earecino- 
mata. Wilms® further refined this classification 
and the tumor is often spoken of as Wilms Tu- 
mor. 


Grossly, the tumors are large. They lie with- 
in the distended renal capsule and are usually 
outlined from the normal kidney tissue. The 
growth is often solid, opaque and trabeculated, 
although the larger tumors may be cystic or 
present hemorrhage and necrosis in their cen- 
ters. 

Microscopically the embryonal nature of the 


% 
7 
5 } 
| 
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tumor cell is the most striking. The tumor is a 
true mixed variety which always contains epithe- 
lial and connective tissue elements. The usual 
composition is of isolated tubules of cubical 
cells with indistinct lumina, surrounded by 


3 


FIG. 6. 


Physical Examination: 

The patient was an emaciated, weak, old man. 
His temperature was 97°, pulse 85, and respiration 
20. There were signs of consolidation in several 
areas in both lungs. A mass in the left renal area 
was interpreted as a slightly enlarged kidney. 


A section from the metastatic nodule of heart, show- 


ing the tumor mass suggestive of connective tissue growth. 


broad zones of indifferent spindle-cells, on which 
is based the designation of adenosarcoma. 
Either tubules or spindle-cells may be in excess, 
the tumor approaching embryonal adenocarci- 
noma or sarcoma. 


CaseE Report: E. P., a male, aged 67, was admitted 
to the New Haven Hospital, July 4, 1930. 


Urinalysis: 

There was a trace of albumin, a few pus cells and 
cocci; otherwise within normal limits. 
Rectal Examination: 


This disclosed a slight enlargement of both lobes 
of the prostate, which was soft, smooth and showed 
no signs of carcinoma. 


FIG. 7. A section from the left kidney showing the bizarre 
type of cells. A mitotic figure is clearly shown. 


Previous History: 


Patient always enjoyed good health and worked 
as a machinist on an average of nine hours a day. 


Present Complaint: 

The patient had a dull pain in the left flank which 
began six months ago. This was accompanied with 
several attacks of hematuria. He had lost about 
thirty pounds in the past four months and had been 
drowsy with loss of memory for two months. 


Blood Examination: 
Red cells, 4,860,000; leukocytes 10,200; hemoglobin 
Blood pressure was systolic 134—diastolic 86. 
Radiographic Examination: 


A plain film of the abdomen showed no direct 
evidence of metastatic involvement of the lumbar 
spine or pelvis. 
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G. I. series showed no evidence of pathologic 
change. 

Stereoscopic radiographic examination of the chest 
demonstrated well circumscribed circular areas of 
homogeneous increased density scattered throughout 
both lung fields, from the apical regions to the domes 
of the diaphragm, and from the hilum to the periph- 
ery. The largest of these areas of increased density 
measured approximately 4 cm. in diameter. 


Impression: Extensive malignant metastasis to both 
lung fields. The large circular, well circumscribed, 
smooth areas of increased density throughout both 
lung fields suggested the presence of sarcomatous 
metastasis. 


Cystoscopic Examination: 

The cystoscope was easily introduced. There was 
no residual urine and the bladder capacity was 
normal. The bladder mucosa and ureteral orifices 
‘were normal in appearance. A catheter was easily 

to the right kidney. A catheter introduced 
into the left ureteral orifice met a dense obstruction. 
At this point, the examination was discontinued by 
reason of the patient’s general condition. 

The urine collected from the right kidney 
tained a few pus cells and cocci. 


Progress Note: 

The patient’s general condition remained about the 
same until the sixth day after admission when he 
suddenly passed into a coma and died two days 
later. 


Autopsy Findings: 

Gross Examination: The left kidney together with 
the attached tumor mass weighed 525 grams, and 
measured 15 x 12 x 5 cm. On section, the tissue of 
the left kidney had been almost entirely replaced 
by yellow opaque friable material. This new growth 
filled out the upper pole of the kidney which was 
much larger than usual and had broken through the 
kidney capsule at this point, and extended into the 
perinephric tissue as hard, nodular masses. The 
lower pole of the kidney was much smaller but was 
almost entirely replaced by yellow opaque material. 
The pelvis of the kidney and first few centimeters 
of the ureter were filled with opaque, brown, gran- 
ular material. The stripped surface of the kidney 
was rough and granular. The renal artery was pa- 
tent. The vein was distended by a friable, brown, 
opaque blood clot. 


Microscopic Examination: In general the microscopic 
appearance of the growth corresponded in every re- 
spect to the description given by Ewing except that 
no muscle tissue could be identified. 


Lower Pole: In a number of the small arterioles 
were small clumps of bizarre, deep staining cells sug- 
gestive of neoplastic cells. The glomeruli were re- 
markably free from involvement. There was a dif- 
fuse fibrosis of the interstitial tissue. 


Mid Portion: Here was found an area well walled off 
by connective tissue capsule, in which there was an 
adenomatous arrangement of cuboidal epithelial cells 
on connective tissue stalks. In closely adjacent areas 
were found infiltrating, adenomatous structures com- 
posed of bizarre lining cells with dark nuclei, many 
of which were undergoing mitotic divisions. 


Upper Pole: The neoplastic cells assumed a dis- 
orderly arrangement with the production of con- 
siderable intracellular collagenous tissue. Necrosis 
was widespread. 

The perinephric tissue was distinctly carcinomat- 
ous and infiltrated the adipose tissue. There were 
some portions which were adenomatous in type. 

The tumor metastases in the lungs, right kidney, 
heart and liver corresponded in all details with the 
primary lesion of the left kidney. The finding of a 


con- 


large metastatic nodule in the heart was more char- 
acteristic of the sarcomatous element of the tumor. 


Dr. James Ewing kindly examined materials from 
the primary lesion and from the metastasis. In his 
opinion, this neoplasm was an embryonal adenomyo- 
sarcoma in spite of the fact that no muscle fibers 
were found. 


Conclusions: 


A case of embryonal adenomyosarcoma of the kid- 
ney in an adult 67 years of age is presented. 

The radiographic examination of the chest in this 
case suggested probable sarcomatous metastasis of 
both lung fields. This evidence with other signs and 
symptoms of renal disease in adults should make the 
diagnosis of sarcoma of the kidney possible. 
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Discussion 


Dr. Quinsy: This most interesting report 
given by Dr. Jenkins of a very unusual type of 
tumor in an adult is before you for discus- 
sion. I should like to ask Dr. Jenkins what rela- 
tion this tumor has, so far as structure and his- 
tology goes, or how it compares with those found 
characteristically in children—the so-called 
Wilms tumor that he mentioned. Also whether 
he or the pathologist, Dr. Ewing, may have any 
suggestions regarding the more exact origin of 
this individual tumor. Is there a chance that 
in this.old man the tumor arose more probably 
from the renal envelopes than from the sub- 
stance of the kidney itself? It is a very unusual 
finding. Recently I have reviewed the literature 
of renal tumors and I should feel that as judged 
by cases reported in the literature, this is a very 
unusual type of tumor in so old a patient. This 
raises the question as to whether it may have 
arisen from structures other than those of the 
nephrogenic tissue itself. Also, did autopsy 
give you any inkling as to why you were un- 
able to make a pyelographic investigation of this 
kidney before death ? 

There is one further point which Dr. Jenkins’ 
ease brings up, not necessarily apropos of this 
individual tumor but one which I would like to 
call to your attention for the moment as regards 
the diagnosis of the variety of tumor from the 
x-ray films of the chest. Our friends, the roent- 
genologists, feel that they are able to make a 
diagnosis of sarcoma from the circular contour 
of the secondary deposits in the lungs and that 
this outline of the deposit is more characteristic 
of sarcoma than of carcinoma. I grant that it 
is more likely to be that shape than if one is 
speaking of a bronchiogenic cancer. Cancer of 
the lung beginning in the bronchi will not, of 
course, have this circular shape, but I would like 
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to ask your individual opinions regarding the 
contour of these round secondary deposits—sar- 
coma versus carcinoma. 

I do not see why a carcinoma should not as- 
sume this rounded appearance if it is brought to 
the lung by the blood stream, as most of these 
secondary deposits must naturally be. How 
well founded is the rather general idea among 
the roentgenologists that if the shadow of metas- 
tases in the lung is quite sharply circumscribed 
and round, it is therefore sarcoma in contra- 
distinction to carcinoma? 


Dr. JENKINS: I was unable to find any differ- 
ence in structure between the tumors of adults 
and children. This condition is so rare in adults 
that I think this point has not been thorough- 
ly investigated. 

As to the interpretation of the origin of these 
tumors, it has passed through several phases 
and covered all apparent possibilities. I do not 
feel qualified to discuss this subject. 

The obstruction encountered upon catheteri- 
zation at the left ureteral orifice was not defi- 
nitely determined. The patient’s general con- 
dition during the cystoscopic examination was 
such that only one attempt was made to cathe- 
terize this side when examination had to be dis- 
continued. The autopsy later revealed only 3 
em. of the upper end of the ureter filled with 
the tumor mass. 


Dr. JoHNSON: I have heard Dr. Ewing ex- 
press himself and say that he is not able to 
make a satisfactory classification of kidney tu- 
mors. There was one point brought out in this 
report that I wish to mention, that is the fact 
that there was no striated muscle present. 


Striated muscle is present in less than half of 
these tumors according to the reports of sev- 
eral hundred cases which have been made by 
various writers. Therefore, I do not believe that 
its absence alone can disprove the pathologic 
diagnosis. But I think there is one thing which 
must be considered, and that is the very un- 


usual experience of the author of this paper in 


finding a tumor of this description in a man of 
such advanced years. As we all know, most 
of these cases occur in children under the age 
of ten years. There is one case reported by 
Heblin where this tumor appeared at the age of 
54 years but that was considered unique and 
still is unique so far as I know up to this pres- 
ent report. I inferred from Dr. Jenkins’ paper 
that the pathologic report was not positive 
but tentative. 


Dr. Avaustus RitEy: This forenoon I was 
looking over, with Dr. P. F. Butler, some pyelo- 
grams of a case somewhat similar to this one 
under discussion. The patient, a male, was ad- 
mitted to one of the surgical services, Boston 
City Hospital. His examination showed a large 
mass in the left kidney region. The mass was 
thought to be retroperitoneal. Pyelograms were 
made. Pyelograms showed more or less destruc- 
tion of the left kidney. A close study of the 
x-ray plates showed a great deal of destruction 
of the second and third lumbar vertebrae. 
X-ray plates taken of the lungs showed circum- 
scribed areas similar to the ones Dr. Quinby has 
just spoken of. Dr. Butler felt that these cir- 
cumscribed areas in the lungs were metastases 
and from their definite circumscribed appear- 
ance favored sarcoma more than any other form 
of malignancy. 


A NEW SURGICAL PROCEDURE FOR THE 
TREATMENT OF RESISTANT URETHRAL CARUNCLES* 


BY CLYDE L. DEMING, M.D.t 


HE failure of the usual methods for treating 

extensive urethral caruncles has prompted us 
to turn to the use of more radical surgery for 
the cure of this apparently simple yet persistent 
and recurrent disease. I do not wish to be mis- 
understood in saying that all caruncles should 
be treated in the radical manner to be described 
although it may be well to use this method more 
often than to tamper gingerly with a lesion in 
the expectation that it may recur. 

The literature contains a large number of 
methods of treatment with fair results. Appar- 
ently some caruncles respond to most any pro- 
cedure such as simple excision, ligation of the 
pedicle, clamp extirpation, diathermy, electric 
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coagulation, silver nitrate, cauterization or ra- 
dium. The most common surgical procedure is 
excision of the growth and its base. Balinger 
and Elder claim much success with the actual 
cautery. Albertson writes that because of tend- 
eney to recurrence the cauterization method of 
extirpation is not regarded as adequate. Graves 
believes that it is advisable not to attempt re- 
moval of the extensive multiple caruncles by 
surgical dissection for they usually recur; that 
the best treatment is repeated applications of 
the high frequency current, by which means 
they are more easily kept under control, al- 
though not always permanently cured. All of 
these methods which remove or destroy the base 
and roots or ramifications of this tumor result 
in a complete cure. The difficulty then lies in 
securing all of the tumor; surface treatments 
are truly inadequate; irradiation has given 
burns without control of the base of the tumor. 
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Because of the root-like base, electric coagula- 
tion is not efficient. An attempt at simple ex- 
cision is satisfactory only in those cases where 
there are no definite ramifications. Incisions in 
these areas are associated with a certain amount 
of bleeding and it is often difficult to distinguish 
normal tissue from abnormal. Radium, partial 
excision and electric coagulation are sometimes 
followed by strictures of the urethra. 

Pathologically we are not dealing with a pro- 
lapse of the urethra, nor an eversion of the 
urethral mucous membrane, nor a polyp; but 
with a tumor growth which consists of fibro- 
epithelial structure richly endowed with vascu- 
lar elements and called a caruncle. It would be 
folly to discuss the cause of such lesions more 
than to say that they are usually thought to be 
the result of chronic inflammatory factors such 
as an infection of the urinary tract, leukorrhea, 
relaxed pelvic floor with a cystocele or rectocele 
or both. Removal of causes will not as a rule 
eure the patient of such a tumor. 

It occurred to us that complete excision of the 
tumor-bearing area might be possible by remov- 
ing a cuff of the urethra and anastomosing the 
urethral and vaginal mucous membranes. This 
should not in any way produce a stricture or 
interfere with the control of urination. The first 
ease was accomplished so easily and with such a 
satisfactory result that seven others, who had 
a long history of unsuccessful treatments of 
various types, were similarly operated on with 
equally good results. Previous to operation all 
‘eases were cystoscoped and urethroscoped. 


CASE REPORTS 


No. 1. M. A., aged 55, who had borne two children 
‘and had had frequency of urination for twenty or 
more years. She was said to have had a urethral 
caruncle in 1922. It was excised in 1926 with sud- 
den recurrence. Irradiation was applied twice with 
the result of a severe radium burn. Later it was 
deeply fulgurated on two occasions. The patient 
complained of severe burning, some bleeding, and 
marked frequency. She could not ride in an auto- 
mobile and had refrained from intercourse for many 
years because of the pain. Examination showed a 
typical caruncle in the floor of the urethra with con- 
siderable scar tissue surrounding it. There was some 
leukorrhea. A urethroplasty was done on Novem- 
ber 7, 1927. The patient remained in the hospital 
for two weeks. Her convalescence was without com- 
plications. 


No. 2. M. B., aged 38, first had a caruncle excised 
in 1919, again in 1923 and 1924, cauterized in 1925, 
excised for the fourth time in 1926 and later treated 
with diathermy. Fulguration was applied several 
times in 1927 followed by radium treatment. Ex- 
amination showed a protruding caruncle in the 
urethral meatus and a very much fibrosed urethra. 
She was operated upon July 26, 1928 and after eleven 
days in the hospital, was sent home, cured. 


No. 3. I. L., aged 50. The patient had never borne 
any children, but always had had a slight vaginal 
discharge. She had had painful urination occur- 
ring every one and a half hours for four years. The 
attacks of severe urinary symptoms were periodic, 
lasting six or seven weeks and causing her to lose 
weight and become badly “run down”. She had been 


given four series of radium treatments supple- 
mented with electric cautery and silver nitrate cau- 
terizations with recurrences of the tumor. A ure- 
throplasty was done November 13, 1928. The hos- 
pitalization period was two weeks. 


No. 4. M. P., aged 26, with severe rheumatic heart 
disease. She had a history of six years of painful 
urination. The caruncle was excised one year pre- 
vious to admission, followed by rapid recurrence. 
Because of the large size of the tumor and its bleed- 
ing, she was referred for radical excision. The op- 
eration was performed March 26, 1929. Hospitaliza- 
tion was seven days. 


No. 5. A. F., aged 35 years, who had a caruncle 
cauterized twelve years previous to admission. She 
obtained relief for several months. It was then ex- 
cised five times during the following six years. Dur- 
ing the past six years, she had weekly treatments 
of vaginal tampons, bladder irrigations and fre- 
quent cauterizations. She was operated upon by 
Dr. Jenkins on April 23, 1929 with an excellent re- 
sult. Hospitalization was eleven days. 


No. 6. B. M., aged 55. Frequency of urination for 
five years. There was a history of passing a kidney 


Drawing—Urethral caruncle protruding from the 
Two smaller caruncles above the major 


FIG. 1. 
urinary meatus. 
caruncle. 


calculus and of a urinary infection although at the 
time examined there was no urinary infection. This 
tumor had never been operated upon but was quite 
large with a broad base. She was operated upon 
July 17, 1929 and remained in the hospital only 
three days returning afterwafds for observation. 


No. 7. R. K., aged 48, had a history of a G. C. 
infection and was addicted to alcoholism. She said 
that she had had so much discomfort and desire for 
urination that she had spent the last twenty-five 
years on the toilet seat. She had had many fulgura- 
tions during the past three years. The caruncle was 
large and extended half way up the urethra. She 
was operated upon December 17, 1929, by Dr. Ver- 


mooten. She required catheterization once on: the 
first, second and third days. Hospitalization was 
nine days. 
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No. 8 G. C., aged 39. The patient had borne two 


children. She was told three years previously that 
she had a caruncle and had been treated by surface 
applications of caustics without relief. She voided 
every hour and a half day and night. She was op- 
erated upon November 12, 1930. Hospitalization was 
five days. 


as most of the cases had leukorrhea. The opera- 
tion used is a tubular or cuff excision of the an- 
terior urethra or that portion of the anterior 
urethra bearing the tumor-area, being somewhat 
similar in character to the Whitehead operation 


for hemorrhoids. A circular incision is first 


_ URETHRAL | SPHINCTER 
CARUNCLE— ORIFICE MUSCLE 
EXTERNAL 
SPHINCTER 
MUSCLE 
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| 
i 
| | 
| CARUNGLE 


FIG. 2. 
B.—Cuff cf 
cular wall of the urethra. 
urethra with external sphincter 
slit. 
posing the whole caruncle. 
placement of the first suture. 


OPERATIVE PROCEDURE 


General anesthesia—ether, nitrous oxide or 
ethylene—was used. The genitalia were thor- 
oughly washed with soap and water and rinsed 
with normal saline solution. Mercurochrome 
preparation was used in two or three cases, but 
it masked the limits of the tumor to such an 
extent that it had to be removed. The vaginal 


cavity was included in the field of preparation 


Drawing. A.—Circular incision around the meatus. 
urethral mucous membrane separated from the mus- 
C.—Complete cuff dissection of the 


in view. Beginning the dorsal 


D.—Dorsal slit through the mucous membrane cuff ex- 
Position of the needle shows the 


made through the mucous membrane around the 
external meatus with an adequate margin of 
normal mucosa around the tumor. Fig. 2. The 
mucous membrane of the urethra is separated 
from the muscular layer to a safe distance be- 
yond the tumor. By means of a dorsal slit in 


the mucous membrane cuff, the operator can 
clearly visualize the exact extent of the tumor 
growth. Fig. 2. So far all tumor growths have 
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been found to be limited to the mucous and 
submucous layers, never invading the muscle 
layers, so that with the stripping off of the 
mucous membrane and submucous layers, all of 
the ramifications of the tumor are included in 
the tissue excised. Then by undermining the 
vaginal mucous membrane surrounding the 
meatus an approximation of the vaginal and 
urethral mucous membranes can be easily ac- 
complished. It is easier to obtain good approxi- 
mation by first placing a suture at the dorsal 
angle of the slit. This will act as a guide for 
excision of the urethral mucous membrane and 
as an anchor to prevent retraction of the pos- 
terior urethral mucosa. As small areas of the 
urethral cuff are excised, the corresponding mu- 
cous surfaces are sutured until the circum- 


FIG. 3. 


Drawing—Completed urethroplasty with four sutures 
cut long. 


ference is completed. Individual bleeding ves- 
sels may be ligated or bleeding areas included 
with mucous membrane sutures. The sutures 
so far used have been silk. Three or four of 
these sutures should include the muscle wall of 
the urethra to prevent localized hematoma and 
to aid in fixing the mucosa. Four sutures are 
left long at the compass points, so that, should 
the patient have difficulty in voiding, it would 
be a very easy mechanical process to catheterize 
the bladder without injuring the incision. Fig. 3. 
A bladder instillation of 6 ¢.c. of one per cent. 
mercurochrome is given to aid the patient in 
voiding and to prevent infection. A small pres- 
sure dressing is applied for a few hours and 
then a one per cent. mercurochrome dressing 
until the sutures are removed. <A retention cath- 
eter is not necessary. So far only one case has 
had to be catheterized once on the first, second 


and third days. All other cases have voided 
voluntarily rather frequently for the first three 
days but no more so than prior to the operation. 


RESULTS 


All cases have either been seen or heard from 
recently. None has a recurrence although the 
last case is too recent to conclude that a cure 
has been accomplished. All have been relieved 
of their urinary discomfort and void naturally 
without any incontinence, frequency day or 
night, or pain. Normal coitus has been re- 
éstablished. 

Grossly all the lesions were typical of urethral 
earuncle. The tissues removed at operation have 
been examined histologically and a diagnosis of 
caruncle made in every case. Cancer of the 
urethra was not encountered. The tissue re- 
moved from those cases having had prolonged 
radium and fulguration treatments showed 
much glandular, epithelial and fibrous tissue 
hyperplasia and round cell infiltration. 

Most caruncles recur after a period of six 
months. All cases except one have been operated 
from fourteen to forty-one months and are 
completely relieved of the tumor growth. 


SUMMARY 


1. Simple surgical excision, radium, electric 
coagulation and caustics have failed in the treat- 
ment of extensive urethral caruncles. 

2. Radical urethroplasty in cases of extensive 
urethral caruncles has given complete relief in 
eight cases. 

3. No complications have arisen following 
radical urethroplasty. 

4. Urethral catheter drainage is unnecessary. 

5. Large and extensive caruncles had best 
be treated by a thorough surgical procedure 
which removes the whole tumor-bearing area. 
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Discussion 


Dr. Grorce SmitH: I would like to say that 
I have benefited greatly from Dr. Deming’s 
most satisfactory discussion of this subject. I 
have seen some of these cases, as we all have, and 
have treated them chiefly by the ordinary meth- 
ods of electric coagulation. I had one case in 
which I did a somewhat similar operation to this 
which seemed to work very well although it was 
not so clearly thought out or so beautifully ex- 
ecuted. 


Dr. Trowsripce: I would like to ask Dr. 
Deming if he would operate the same way if he 
had a gross carcinoma at the orifice. Also, in 
treating gross carcinoma I have found that in 
using the electrosurgical knife I have been freed 
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from troublesome hemorrhage and while I have 
not dissected so cautiously as Dr. Deming has, 
yet the most promising case I had was one that 
I did with the electrosurgical knife, cutting well 
beyond the area. 


Dr. Demine: I have not had the experience 
of seeing carcinoma of the female urethra. I do 
not believe we could do the same operation. 
There are several reported, of course, in Lewis’ 
Surgery which are somewhat similar to this 
operation, but a more extensive operation must 
be performed in the case of carcinoma. One 
must remove a larger area of tissue in those 
operations described, and the urethra is brought 
back and opened on the anterior wall of the 
vagina mainly to utilize what short urethra 
there was remaining. I assume that in dealing 
with such a short urethra it would be impossible 
to bring it out as near the normal position as 
one ean do with this operation. 

I gave up the use of the high frequency knife 
some time ago. Many of these wounds which are 
incised by the cautery knife fail to heal per 
primam and if one is doing carcinoma of the 
face, for instance, one recognizes a great dif- 
ference between the wound produced by a real 
sharp knife and the wound produced by the 
electrocautery knife. This is because one de- 
stroys 3-4 layers of cells when one uses that 
knife and in using the sharp surgical knife one 
destroys only a small number of cells compared 
to the electrocautery knife, so I have not had 
much experience with it and I am not in favor 
of its use. 


_ Dr. Trowsprince: Is there a tendency of the 
urethra to retract and draw the meatus deeper 
when it is healed? 


Dr. Demine: There doesn’t seem to be. If 
you anchor the urethral membrane at several 
points to the wall of the urethra, there seems to 
be a natural development of the urethra without 
any retraction. There has been no retraction 
and no stricture in any of these cases. 


Dr. CHuTE: Why do you include the muscle 
in the suture? 


Dr. Deine: Because the wound edges might 
be separated by the contraction and relaxation 
of the sphincter after the sutures were removed. 


Dr. SmirH: How far up the urethra do you 
dissect between the mucosa and surrounding 
wall? 


Dr. Demine: I dissect until I get all the 
tumor; I suppose at least half of the urethra. 
In the case that we had to catheterize there was 
a most extensive caruncle and perhaps we re- 
moved more than half. There was no difficulty 
or complication and the woman was entirely 
cured, with normal urination. 


Dr. Hepsurn: I would like to ask whether 
the patient had relief of the urethralgia after 
he had got rid of his earuncle? Do you think 
the removal of the caruncle relieves pain? My 
patients still have pain and urinary symptoms. 


Dr. Demine: If you stain these tumors for 
nerve endings, you will find large numbers of 
them and when the nerve endings are exposed 
they cause severe pain. The patients have all 
been relieved of their frequency and not one of 
come gets up at night, which is pretty good 
proof. 


Dr. QuinBy: It is always exceedingly in- 
structive and frequently also amusing to learn 
how the other fellow looks at you, what he 
thinks of you and what he sees in you. We have 
with us tonight Mr. Hugh Donovan of Birming- 
ham, England, who I am sure will be glad to 
make a few remarks along these lines. 


Mr. Donovan: When I was appointed to the 
staff of the Queen’s Hospital, as assistant sur- 
geon, last February, I was instructed to travel 
abroad in America for six months and pay par- 
ticular attention to urinary surgery. In Bir- 
mingham we have no true urologists, but some 
of the general surgeons have a leaning that way. 
Apart from what I have seen in England in a 
visit to Dr. MeAlpin’s Clinic in Manchester, the 
background of my remarks is based on what I 
saw at Minneapolis, at the Mayo Clinic, at Chi- 
cago, where I had the opportunity of meet- 
ing Dr. Kretschmer and at the Billings Hos- 
pital at St. Louis where I met Dr. Vohs, 
Dr. Kirk and Dr. Burford; at Cleveland where 
I met Dr. Sanford; at Toronto where I met Dr. 
Warren Jones and some of his Department; at 
Montreal where I met Dr. MacKenzie and Dr. 
Patch. I have acted more or less as a reporter 
when I met these gentlemen. They have been 
extremely kind and allowed me to cross-question 
them in an almost impertinent way. 

The anesthesia used in cystoscopy varies tre- 
mendously everywhere, from nothing at all at 
St. Peters and Dr. Crile’s clinic to 1% cocain 
at the Mayo Clinic, novocaine with Dr. MacKen- 
zie of Montreal, caudal anesthesia also with 
Dr. MacKenzie and Dr. McAlpin in Manchester, 
and it is extremely difficult to make up one’s 
mind as to what is the best thing to use. 

With regard to instruments, I find that in 
America the anterior urethroscope seems to be 
little used. Most Englishmen use the anterior 
urethral dilatation. I have heard at St. Peter’s 
the posterior urethroscope described as a fol- 
lower to look and see the damage you did the 
time before. 

I have discovered no panacea for treatment of 
acute urethritis. The position seems to be the 


same as regards diathermy and vaccines. When 
one comes to the instruments, the question of 
eystoscope arises and it is remarkable how much 
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the Brown-Buerger is used in this country. The 
type of cystoscope such as the Braasch cysto- 
scope, which gives direct view into the pos- 
terior urethra and enables you to determine the 
presence or absence of a bar, seems to be the rea- 
son why bars are more frequently recognized 
and dealt with in this country than in England. 
We do not use so much the cystoscope giving 
the direct forward view. 

Coming to the question of enlargement of the 
prostate, I think that in England among urol- 
ogists there is a tendency to do Walker’s opera- 
tion, the full open operation for prostatectomy, 
and I think the explanation is that we do not 
recoguize bars so readily and we therefore find 
ourselves confronted at operation with pros- 
tates which are not readily enucleable and 
which require opening under direct vision. I feel 
that the open operations I have seen performed 
here do not compare well with those I have seen 
in England. The incision at home extends to 
the umbilicus whereas here it is often half that 
length. Here I have not seen the mucous: mem- 
brane stitched at the neck although I have heard 
it mentioned. Over here I have not seen the full 
open operation done, and I have seen a tendency 
to go back to the two-stage operation even in the 
straightforward cases. In fact, Dr. Patch at 
Montreal says that he does nothing else and I 
formed the impression at the Mayo Clinic that 
they were inclined very strongly to do the two- 
stage operation. 

It is interesting to note how the abdominal 
wall is closed. In England we tend to put 
through and through sutures of silk worm gut 
through the anterior layer of the rectus sheath. 

I will say a word about the question of 
bladder carcinoma and radium. Radium in 
England is very much to the fore just now be- 
cause the Government has provided the medical 
authorities with a considerable quantity of it 
and I think we are waking up to its value. A 
burning question seems to be the use of radium 
in big doses for a short period as against the 
use of radium in small doses for a long period. 
That is a consideration which I did not seem to 
come across or hear discussed in my travels in 
the United States where radium used in the 
bladder in nearly every instance consists in a 
large dose put in for five to eight hours instead 
of a small dose put in for seven to ten days, and 
the same applies to the prostate. 

Passing up the ureter, I cannot dwell on the 


question of strictures about which I am some- 
what in the dark, but when one comes to the 
question of infections of the kidney, the whole 
question of tuberculosis of the renal tract seems 
to be once again in the melting pot as a result 
of work I heard discussed by Dr. Thompson at 
the Mayo Clinic on the possibility of healing of 
a tubercle of the kidney and the possibility that 
every case of infection of the genital tract has 
the question of tuberculosis about it. Dr. Patch 
says he does a pyelogram always for a case of 
genital tuberculosis, because he sometimes finds 
renal tuberculosis in addition. 


In regard to the question of acute infections 
in the kidney, I have been surprised to find the 
question of rendering the urine alkaline so much 
untouched. At first I thought it was such an 
elementary thing that they would not mention 
it. In discussing the matter with Dr. MacKen- 
zie, I learned that he did not perhaps pay very 
much attention to rendering the urine alkaline. 
In Birmingham when a student is asked how to 
treat an acute pyelitis, if he did not say he 
would render the urine strongly alkaline and 
keep it alkaline for perhaps a week, he would 
possibly be in danger of failing. But I do not 
seem to hear that over here, and it may be all 
wrong. 

Coming from Birmingham, where one will 
see a nephropexy done two or three times a 
week, I will touch upon it. I will not describe 
the indications for operation but I may describe 
the operation itself—the operation as practiced 
by Professor Ward. He usually does the opera- 
tion on both sides at the same time and usu- 
ally also removes the appendix. He takes 
about a two inch strip of the renal capsule, 
beginning at the upper pole and freeing it 
from the posterior end of the kidney to within 
one inch of the lower pole where he leaves it 
attached. He then passes a pair of forceps over 
the outer sheath of the last rib or over the ex- 
ternal arcuate ligament, catches hold of this 
strip of capsule, carries it back over the rib 
or ligament, as the case may be, and sutures it 
with silk to the lower pole of the kidney. He 
then carries two silkworm gut sutures through 
the capsule of the lower pole of the kidney, 
brings them out through the skin and ties them. 
He then closes the wound, with drains. In addi- 
tion he drains the upper end of the ureter and 
he maintains that that inevitably fixes the kid- 
ney and that it will not come down again. 
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SORANUS ON BIRTH CONTROL 
(Second Century A.D.) 
BY NORMAN E. HIMES* 


ECENT research into the early history of 
conception control has convinced the writer 
that the most brilliant account of methods of 
preventing conception written prior to the nine- 
teenth century is to be found in the Gynaecology 
of Soranus of Ephesus, which dates from the 
first half of the second century. Soranus, who 
was the most illustrious member of the Metho- 
dist sect, studied at the school in Alexandria, 
and then went to Rome, where he practiced med- 
icine during the reigns of Trajan and Hadrian 
(91-117). His literary productivity was prodi- 
gious. According to Emerins, the Dutch savant, 
Soranus was the author of no less than forty 
treatises. In one or another of these he wrote 
on almost all the subjects then known to the 
healing art. All the more remarkable, there- 
fore, is the undoubted brilliance and rationality 
of his discussion of contraception. Moreover, he 
seems to have been the first to give a definite 
name to contraceptives. He called them atokia. 
It may be well to publish for the first time 
in English the relevant passages in full. The 
rapid reader may wish to skip the introductory 
section, (§60). 


[SoRANUS] ON THE USE OF ABORTIFACIENTS AND OF 
MEASURES TO PREVENT CONCEPTION 


§60. Atokion differs from phthorion in this, that 
the first designates a remedy which prevents con- 
ception, while the second, on the contrary, desig- 
nates a remedy which kills the foetus. Some think 
of ekbolion as a synonym for phthorion; others 
however say that in contrast to phthorion, ekbolion 
does not designate a medicine but on the contrary 
a violent convulsion of the body, as for example in 
jumping. Thus Hippocrates in hisJ book ON THE 
NATURE OF THE CHILD has rejected abortifa- 
cients, and has advised a method to procure abor- 
tion by jumping so that the buttocks are touched 
with the feet. Opinion, however, on the use of abor- 
tifacients differs. Many reject them, referring to the 
words of Hippocrates, “I shall never prescribe a 
phthorion” and further declaring it to be the task of 
medical art to preserve and save the works of na- 
ture. Others permit the use of phthoria in excep- 
tional cases, but never in cases where the killing of 
the foetus is desired as a consequence of adultery or 
as the consequence of the desire to maintain beauty; 
but, on the contrary, always when birth threatens 
to become dangerous, or when the uterus is too small 
so that delivery is impossible, or when rips and new 
formations have formed themselves in the mouth of 
the womb, or when any other hindrance to birth 
exists. To these views correspond also the opinions 
on the use of means for the prevention of concep- 
tion. In agreement with these, we think it surer, 
to prevent conception than to kill the foetus. 


§61. In cases where it is more advantageous to pre- 
vent conception [than to induce abortion], people 
should abstain from coitus at the times when we have 


*Himes—For record and address of author see ‘‘This Week's 
Issue’, page 5 
fActually it is pseudo-Hippocratic. 


indicated as especially dangerous, that is, the time 
directly before and after menstruation*. Further, 
the woman ought, in the moment during coitus 
when the man ejaculates his sperm, to hold her 
breath}, draw her body back a little so that the 
semen cannot penetrate into the os uteri, then im- 
mediately get up and sit down with bent knees, and, 
in this position, provoke sneezesff. She should then 
wipe out the vagina carefully or drink cold water 
in addition. Further, conception is prevented by 
smearing the mouth of the womb with old [sour] 
oil or honey or cedar gum or opobalsam, either alone 
or mixed with ceruse (white lead), or with ointment 
which is prepared with myrtle oil and ceruse, or with 
alum, which is likewise to be watered before coitus, 
or galbanum in wine. Soft wool introduced into the 
mouth of the womb, or the use of astringent or oc- 
clusive pessaries before coitus are also effective. 
For, if such means operate astringently and cool- 
ingly, they close the mouth of the womb before the 
moment of coitus and prevent the entrance of the 
sperm into the os uteri; if they have this stimulating 
effect, then they not only prevent the sperm from 
remaining in the os uteri, but they extract even an- 
other fluid from it. 

§62. I mention still other means of that kind: 


Pine bark, rhus coriaria, both to equal parts: Pul-. 


verize it with wine, and use it shortly before coitus 
with the help of wool. Withdraw it after two or 
three hours, and then coitus may take place. 

Another method: Cimolus soil [a chalky soil] and 
panaseroot to equal parts alone or mixed with water 
as an ointment. Application as before. 


Or: Use pulp of fresh granate pulverized with 
water. 
Or: Two parts of pomegranate rind, one part of 


gallnut; reduce by pulverization to small balls, and 
lay them just below the os uteri after the cessation 
of menstruation. 

Or: Dissolved alum and the pulp of the granate 
pulverized with water. The application is carried 
out by means of wool. 

Or: Unripe gallnut, pomegranate pith, ginger. 
Take of each two drachms, make into little balls of 
pea size, dry in the shade, and use as pessaries 
before coitus. 

Or: Pulverize the pulp of dry figs with natron 
[native sodium carbonate] and use it in the same 
way. 

Or: Pomegranate skins with gum and rose oil to 
equal parts. 

The same effect is produced by drinking honey 
mixtures. All methods which cause burning must, 
however, be avoided because they have a caustic ef- 
fect. All the methods mentioned are to be used after 
the cessation of menstruation. 


§63. Many also recommend the use once a month 
of a quantity of kyrenaic sap [juice?] to the size of 
a chick pea, with two cyathi of water, for menstru- 
ation is promoted by it. Or also: Two obols of opo- 
panax, of kyrenaic sap [juice?] and the juice of rue 
formed into pills with wax and swallowed. Watered 
wine is then drunk after this, or this medicine is 
drunk in watered wine. Or drink for three days in 


*Is this the beginning of confidence in the mid-period super- 
stition? 

+This notion is still prevalent among the ignorant. 

+tStopes says [Contraception, (1925) p. 62] that sitting up- 
right after ejaculation and coughing violently to contract the 
pelvic muscles, as well as sitting up after coitus to drink cold 
water is a method still used in China. 
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wine a potion made of three obols of gilly flower 
seeds and of myrtle seeds, one drachm of myrrh and 
two kernels of white pepper. Or drink one obol of 
hedge-mustard seeds and one-half obol of sphon- 
dylium mixed with sour honey. 

These medicines not only prevent conception, but 
also destroy its product. According to our opinion 
the damage caused by them is, however, very con- 
siderable, for they cause indigestion, and vomiting; 
also they cause a heavy head. Many use amulets 
in a firm belief in their antipathetic effect. These 
amulets contain the womb of a mule or the ear-dirt 
of the same and such things. But the usefulness of 
this amulet is delusive]l. 


It is worthy of note that Soranus (1) dis- 
tinguished between contraceptives and aborti- 
facients; (2) mentioned indications for abor- 
tion (dangerous births) as well as contraindica- 
tions. Abortion should not be resorted to in 
order to conceal the consequences of adultery, 
nor simply to maintain the chaste female form. 
He observed (3) that wherever repeated abor- 
tions are indicated, efforts to prevent concep- 
tion are advisable. 

It will be seen that Soranus’ prescriptions in- 
cluded, besides the dubiously effective internal 
means, an elaborate array of occlusive pessaries 
of various types, vaginal plugs using wool as a 
base, those impregnated with gummy substances 
such as sour oil, honey, cedar-gum, opobalsam, 
and galbanum*. Astringent solutions (eg., 
alumt and natron) contract the os, and thus 
make impregnation less likely. The use of na- 
tive fruit acids is not without interest; pome- 
granate pulp or rind is acid, of course, while 
gallnut contains gallotanic acid. Fig pulp is 
also mentioned. 

Theoretically, any gum-like or oily substance 


(The text used in this translation is that by H. Litineburg, 
kologie des Soranus von Ephesus. Miinchen: I.ehmann, 
1894. 


Bk. I, ch. XIX, pp. 43-45. 

*Galbanum is a yellow or brown gum resin of objectionable 
odor derived from an Asiatic plant. Besides its medicinal use, 
it is employed in our time in the manufacture of varnish, 
galbanum being a se. 

¢It is interesting to note that Charles Knowlton, the first 
American physician to publish a treatise on contraception in 
1832 (Fruits of Philosophy), thought the use of al as a con- 
traceptive was original with him; and he was very much in- 
censed that he was not accorded due credit. 


will not only tend to occlude the os, but reduce 
the motility of spermatozoa. Moreover, any 
strongly alkaline or acid condition will likewise 
tend to provide a hostile environment for 
sperms. 

Soranus writes in modern terms when he 
speaks of the ‘‘damage’’ of potions as ‘‘very 
considerable’’. Consequently he warns against 
their use. One should note also his discourage- 
ment of the use of amulets, doubtless prevalent 
in his time, as they were during the Middle 
Ages. One finds cropping up in the latter pe- 
riod the superstition that the ear-wax of a mule, 
worn as an amulet, will prevent pregnancy. 
Such references are frequently found in the lit- 
erature of the Middle Ages. Haeser, in an un- 
documented statement, reports that Soranus also 
states somewhere that some of his contempo- 
raries believed that eating the uterus of a she 
mule would prevent conception. This shows 
that some of the ancient Greeks accepted a 
primitive magical belief. It suggests the funda- 
mental continuity of a concept connected with 
reproduction. Haeser likewise reports that 
Soranus mentions the following: ‘‘The water 
from the fire-bucket of the smith, when drunk 
continuously after every menstrual period, 
ought to cause sterility’’*. This prescription. 
has come down through the centuries and is 
now, or has been until very lately, accepted by 
the peasant folk in remote sections of Europe— 
another illustration of cultural persistence even 
when the prescription, in all probability, is rel- 
atively useless. Little is known of the physio- 
logical effect of such a potion; but it is sup- 
posed to contain iron sulphate. Some of the 
more rational prescriptions mentioned by So- 
ranus are still in use. Such are douching with 
astringent solutions, and vaginal pessaries, the 
medicaments only, but not the principles, hav- 
ing been changed. 

*Haeser, H. Lehrbuch der Geschichte der Medicin und der 
Volkskrankheiten. Jena: H. Dufft. 3rd ed., 1875, p. 309. 


On the same page Haeser gives a summary of Soranus’ aborti- 
facients. 
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INDUSTRIAL ASPECTS OF TRAUMATIC SURGERY* 
BY HENRY C. MARBLE, M.D. 


T the Massachusetts General Hospital, in the 
Fracture Clinics, we have for many years 
sent for the patients who have been treated, 
one year after the injury. These patients are 
examined and the end result is scored according 
to the following system : 

First—the anatomical result; that is, are the 
bones in good position; is the alignment good? 
Are the bones back in normal anatomical posi- 
tion? Second—the functional result; has the 
patient good motion of the joints above and be- 
low the fracture? Has he good use of the hand 
or foot? Is the general function related to the 
injury good? Third —the economic result; is 
the patient back at work earning the same pay 
that he did before the injury or has there been 
loss of earning capacity? In other words, is he 
economically well? 

We mark each of these three results as fol- 
lows: 4, excellent; 3, good; 2, poor; 1, bad. 

So, in industrial surgery the anatomical, func- 
tional and economic results are of primary im- 
portance. <A perfect result thus would be— 
Anatomical, 4. Functional, 4. Economic, 4. 
To illustrate this I will show you four eases and 
discuss the end result. 


CasE No. 1. The first case is a male patient whose 
accident was on May 3, 1930, when he was working 
in a sawmill. He cut, or rather sawed, the lower 
part of his forearm, causing a compound fracture 
of the ulna with severance of two tendons on the 
ulnar side of the forearm. The patient drove him- 
self forty miles to Burlington with a wet dressing 
on the arm. 

He was immediately admitted to the Hospital and 
was operated upon. At the operation the dead parts 
of the wound were removed, the bone was put in 
proper position and the tendons were repaired. The 
ulna was fixed with a bone plate and a splint was 
applied. The wound healed happily and at the end 
of eight weeks the splints were removed. The pa- 
tient in the meantime had been instructed to move 
his fingers actively. The bones healed well as did 
the tendons. In September, under novocaine, the 
bone plate was removed. 

The examination today shows a healed scar with 
the bone in perfect alignment and in good position. 
The anatomical result is 4. 

He can completely extend his fingers although 
the little finger lags a bit. He has good closure 
of the fingers and good motion of the wrist. His 
only complaint is slight numbness on the back of 
the arm. Such an injury as this must have been 
close to the ulnar nerve. The distribution of the 
ulnar nerve, going as it does to the little finger 
and ring finger where it furnishes sensation, is nor- 


*Read at the meeting of the Vermont State Medical Society 
at Burlington, October 3, 1930. 

+Marble—Assistant in Surgery, Harvard University Medical 
School. For record and address of author see “This Week’s 


Issue’, page 506. 


mal as he opens and closes the fingers normally. 
Obviously there is no disturbance of the motor con- 
trol of the ulnar nerve. Apparently a small sen- 
sory twig must have been severed. The tendon 
repair was complete and successful and in view 
of all this I should say that the functional result 
is 4. 
The man has not yet returned to work but I be- 
lieve that he is entirely able to work. Until he 
does go back to work we cannot give him an eco- 
nomic rating. 


Case No. 2. The next case that I am going to show 
you is a little bit more serious in the study of in- 
dustrial surgery, and it presents a tremendous prob- 
lem. 

This gentleman is 51 years old. He was injured 
while at work in April, 1930 when he went up a 
stepladder to a platform. He fell from the plat- 
form, landing on his hip and sustaining a fracture 
of the neck of the right femur. It is an intra- 
capsular fracture, and the x-rays show that it is 
an impacted fracture. 

Personally I am not willing to say that a fracture 
is impacted upon x-ray evidence alone, because we 
have only one view. In this case we do not know 
what the other view shows. This particular case 
was treated as an impacted fracture and was put 
to bed where he rested comfortably. There was 
no particular difficulty and at the end of some weeks 
he was up and soon went home. It is the usual 
story of the fracture of the neck of the femur which 
is impacted. 

The patient now states that he has pain in his 
hip which increases when he bears weight upon it. 
He often has pain going down the outside of the 
leg and the outside of the foot and walks with 
crutches because he cannot bear weight. Every 
step causes pain,—a crushing pain. (Patient demon- 
strated that he could not put the right foot against 
the left knee cap.) This morning we have had new 
x-rays taken. These show what seems to be absorp- 
tion of the neck with over-riding of the shaft up- 
wards, and a considerable amount of change of the 
angle of the neck upon the shaft. This is called 
coxa vara. 

This man has pain, loss of function and is un- 
able to work. Our statistics show that under our 
treatment about 60% of these fractures unite, and 
about 40% of them do not. Economically there is 
no result here. 


In our clinic at the Massachusetts General 
Hospital we believe that this type of case must 
be reconstructed. The head of the femur must 
be taken out and the upper end of the shaft 
brought over and inserted into the acetabulum ; 
that is, a Whitman reconstruction operation 
must be done. This man is 51 years old, and 
fairly vigorous, and such a procedure, I think, 
would be successful. 

CasE No. 3. Here is still another problem. This 
case has had for fourteen or fifteen years varicose 
ulcerations on his lower leg. While at work he has, 


on four different occasions, traumatized these veins 
until they broke down. Consequently he has been 
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incapacitated for work. He states that he has a 
whole drug store of salves in his house, and has even 
sent to far-off Canada for balsam. Unfortunately, 
this did not cure him. 

After fourteen years of this life he was per- 
suaded to go to bed with feet elevated and no dress- 
ings other than boric acid solution, and the ulcera- 
tions healed. This is a case which might have 
been treated by injections, but I thought it to be 
inadvisable. I am reasonably sure that had he been 
injected with Quinine-Urethane solution these ulcers 
would have healed, but, because of the pain, he was 
put to bed and his internal saphenous vein was taken 
out by surgical operation. It was not believed ad- 
visable to inject the varicose veins while the pa- 
tient was in bed. 

The ulcers are cured and he is now back doing 
his old work and earning the same wages as be- 
fore his trouble. A varicose ulcer of long stand- 
ing is cured by bed and bed alone; plus a simple 
operation. 


Do you think he could have been cured by in- 
jection, Dr. Allen? 


Dr. ALLEN: I think it is not always wise. 
It is possible that he might have been. 


Dr. MarBuE: He was operated only because 
he was in bed and it was thought unwise to in- 
ject a patient who was not up and about. 


CASE No. 4. I hesitate to show you this last case, 
for it presents a very complicated problem. This 
man works in a cotton mill, and has had epilepti- 
form seizures for many years. He has had repeated 
accidents because of these attacks and has even 
caused accidents to other men who have run to 
his aid. 


He climbed on a stepladder, had a seizure and 
fell, dislocating his shoulder, and while his shoulder 
was dislocated he had still another attack. His 
shoulder was easily and promptly reduced. (Pa- 
tient raised arm over head, and then down.) He 
has full motion in his shoulder which is entirely 
well, but, beginning at that time and increasing 
ever since, he has had fleeting pains,—pains in his 
feet and discomfort in his chest and back. He has 
had x-rays from head to foot and no pathology can 
be found. One week it is the chest, and the next 
week it is the leg. 


(To PatreNtT:) How do you feel today? 
PaTIENT: Not very well. 


Dr. MarsiE: A careful study has failed to 
find any pathology, other than hypertrophic ar- 
thritis. (Patient excused.) 


This, of course, is a neurological problem: a 
dislocated shoulder, in an epileptic, with super- 
imposed profound neurosis. 

I show you these cases so that you may see 
the problems of traumatic surgery in industry; 
the first case, a happy result from a bad frac- 
ture promptly treated; the second case, a bad 
fracture completely treated with a very un- 
happy result. The third case, a simple varicose 
uleer which had incapacitated a man for many 
years is now cured and the man is able to re- 
turn to industry. The fourth ease, the dislo- 


cated shoulder, which in itself was relatively 
simple, is leading to a series of neuroses in a 
known epileptic. His disability bids fair to con- 
tinue for a long time. 


MISCELLANY 


PRELIMINARY PROGRAM OF THE ANNUAL 
MEETING OF THE VERMONT STATE 
MEDICAL SOCIETY 


Time: October 8 and 9. 

Place of meeting: Community House, Rutland, 
Vermont. 

Program subject to rearrangement and change. 


THURSDAY FORENOON, OCTOBER 8 


1. Vice-President’s Address, 
Burlington 
Title: “The Significance of the Blood Count 
in Appendicitis” 
2. Paper, Oswald S. Lowsley, M.D., New York 
Title: “Some Newer Developments in Urologi- 
cal Diagnosis and Surgery” 
3. Paper, Frederic J. Cotton, M.D., Boston 
Subject to be announced 
4. Paper, S. A. Petroff, Ph.D., Trudeau, N. Y. 
Title: “The Present Status of the BCG Re- 
action” 
5. Announcements by exhibitors of Scientific speci- 
mens 
6. E. J. Rogers, M.D., Pittsford 
Title: “Mechanical or Surgical Procedures in 
Treatment of Pulmonary Tuberculosis” 


Lyman Allen, M.D., 


THURSDAY AFTERNOON 


7. President’s Address, W. M. Johnstone, 
Morrisville 
8. Address, E. Starr Judd, M.D., Rochester, Minn., 
President of the American Medical Associa- 
tion 1930-1931 
Subject to be announced 
9. Symposium: “Intracranial Pathology, Lesions, 
Diagnosis and Treatment” 
Timothy Leary, M.D., Boston 
Abraham Myerson, M.D., Boston 
John S. Hodgson, M.D., Boston 
Accompanied with the demonstration of over 
thirty actual specimens 


M.D., 


Frmay FORENOON, OCTOBER 9 


Paper, Frank H. Lahey, M.D., Boston 

Title: “The Management of Gastric and Duo- 
denal Ulcer” 
Illustrated with lantern slides 

. Symposium on Liver and Spleen 

“Associated Enlargement of Liver and Spleen” 
Questions of Diagnosis and Treatment, A. H. 
Gordon, M.D., Montreal 

“Liver Function in Health and Disease,” I. M. 
Rabinowitch, M.D., Montreal 


10. 


| 
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“Surgical Aspects of Hepatic Cirrhosis, Spleno- 
megaly, Hemolytic Jaundice,” A. T. Bazin, 
M.D., Montreal. 

Plans are being formulated for a Scientific Ex- 
hibit in one of the rooms adjoining the Assembly 
Hall. Here, it is hoped, will be shown x-ray films, 
pathologic specimens, the use of the electrocardio- 
graph, etc. 


VERMONT DEPARTMENT OF PUBLIC HEALTH 
JULY, 1931 


During the month of July the following communi- 
cable diseases were reported: chicken pox 34, diph- 
theria 1, measles 111, mumps 43, poliomyelitis 4, 
scarlet fever 35, smallpox 43, whooping cough 74 
and tuberculosis 21. 

The Laboratory of Hygiene reported 1,975 exami- 
nations made, classified in the following manner: 


Examinations 
For diphtheria bacilli 208 
For Widal reaction typhoid fever. 49 
For malarial parasites 1 


For tubercle bacilli 214 
For evidence of syphilis 467 
For gonococci in pus 121 


Of blood for contagious abortion in cattle....... 103 


Of water, chemical and bacteriologi 183 
Of water, bacteriological 191 
Of milk, market 198 
Of milk, submitted for chemical only. 1 


Of milk, submitted for microscopical only..... 135 
Of foods 5 
Of drugs 0 
For the courts (autopsies) 1 
For the courts (miscellaneous) 14 
Of animal heads for evidence of rabies............. 2 
Miscellaneous 78 
Autopsies to complete death returms.nccccssscsnnee 4 


There were 27 cases of gonorrhea reported and 35 
cases of syphilis to the Division of Communicable 
Diseases. Four hundred and sixty-nine Wassermann 
outfits and 172 slides were distributed. 

One hundred and ninety-five patients were seen 
during July by the poliomyelitis after-care nurses. 
Two hundred and eighty-eight home visits were 
made, 1 plaster cast removed, 19 new pieces of ap- 
paratus fitted, 16 orthopedic corrections made to 
shoes, 9 pieces of apparatus altered. One patient 
returned from the Fenway Hospital. The vocational 


worker of this Division conducted sales in several 
towns, realizing $71.45. 

The State Advisory Nurse conducted clinics in nine 
towns, these clinics being sponsored by women’s 
clubs and P. T. A. 


COUNTY NOTES 


Work on the New Copley Memorial Hospital at 
Morrisville, Vt., was started during the week of 
August 17. A. H. Copley of Boston, who gave a new 
building for the Peoples Academy of Morristown, 
expects to have the hospital ready for use early this 
winter. 


RECENT DEATHS 


John A. Drouin, a prominent member of the medi- 
cal fraternity of Caledonia County, and a promi- 
nent citizen, died on August 11, at his home in 
St. Johnsbury at the age of fifty-three. Dr. Drouin 
never married and is survived by his aged mother 
and several brothers and sisters. He received his 
medical education at a medical college in Quebec 
and Johns Hopkins University. Besides being a 
busy practitioner he was an outstanding musician 
and one of the best known church organists in this 
section. Fraternally he was a Forester, a Knight 
of Columbus, an Elk and a Kiwanian. He was also 
a member of the county, state and American Medical 
Associations. 


Dr. Ray B. Thomas of Enosburg Falls passed away 
August 5, in his forty-eighth year, at the hospital 
in St. Albans. He was born in Berkshire Centre 
April 8, 1884, the son of Dora Brown Thomas and 
G. L. Thomas. Many of the medical profession of 
this state were well acquainted with his father, who 
was a prominent drug salesman. 

Dr. Thomas graduated from Burlington High 
School in 1904, receiving an academic degree from 
Brown University, and his medical degree from the 
University of Vermont in 1910. While in these insti- 
tutions he became famous as an athlete and promi- 
nent as a baseball, football and basketball player. 


Following his graduation from college he coached 


football at Vermont, Norwich and New Hampshire 
State Universities. In 1911 he located at Enosburg 
Falls, where he built up a successful practice. He was 
a World War veteran with the rank of major. During 
his service he specialized in roentgenology and was 
chief of the x-ray service at Camp McClellan. At the 
time Dr. Thomas was taken sick he was serving as 
@ reserve Officer with the Yale and Harvard R. O. 
T. C. units. 

Fraternally he was a Mason, a member of the 
O. E. S., and was active in the American Legion. 
He was a member of the Franklin County, Vermont 
State and American Medical Associations. 

He is survived by his wife, Elizabeth Ladd Thomas, 
one brother and two sisters. 
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CORONARY OCCLUSION AND ANGINA PECTORIS* 
BY GEORGE BLUMER, M.D.,{ NEW HAVEN, CONN. 
HAT I shall say to you is based on per-; type rather than the tall, slender type. There 


sonal experience with approximately 300 
eases of angina pectoris and coronary occlu- 
sion which have been observed in private prac- 
tice during the past twenty years. It is un- 
necessary to state that this number of cases is 
too small to form a basis for any statistical 
conclusions and I wish it understood that if I 
use any figures they are to be regarded as rough 
estimates. I will not attempt to cover the whole 
subject but I will discuss briefly the clinical 
pictures of angina pectoris and coronary occlu- 
sion and attempt to draw some conclusions as 
to their relations to one another. 

Before discussing angina pectoris it is neces- 
sary to attempt some sort of definition and I 
would say in a general way that what I mean 
when talking of angina pectoris is the angina 
of effort, with the understanding that the word 
effort is used to cover not only physical effort 
but also mental stress, which tends to increase 
the work of the heart. We might indeed speak 
of the angina of emotion. Living in a university 
town where we have athletic contests we have 
noted that a year seldom passes at the time 
of the major football games without having cases 
of angina pectoris or coronary occlusion brought 
into the hospital as a result of the excitement 
of these games. I have felt for a long time that 
someone should write an article with a title 
something like ‘‘The Undesirability of Elderly 
People with Circulatory Damage Witnessing 
Strenuous Athletic Contests.’’ 
that occasionally attacks of angina pectoris 
wake a patient out of sleep. We are of course 
not dealing here with effort but I am sure that 
some of these patients have had nightmares, 


which, as most of us are aware, can produce 


very definite emotional strain. 

I should like to describe first the type of per- 
son in whom we are likely to encounter attacks 
of angina pectoris. About two-thirds of them 
will be between the ages of 50 and 70. If we 
include the two decades on either side of these 
ages we will find that 95% of the patients will 
fall into this group. The number of patients 
in the thirties who develop angina pectoris is 
comparatively small. The condition will occur 
about two and one-half times as frequently in 
males as in females and a large proportion of 
patients will be of the stocky, and often obese, 


*Read at the Annual Meeting of the New Hampshire Medical 
Society, Manchester, N. H., May 19, 1931. 

tBlumer—David P. Smith Clinical Professor of Medicine, 
Yale University School of Medicine. For record and address 
of author see “This Week’s Issue’’, page 506. 


It is to be noted. 


are a few patients whose weight is normal and 
a few who are emaciated, but these latter are 
usually the subjects of some other disease such 
as diabetes mellitus. A large proportion of the 
patients with angina pectoris will present evi- 
dences of vascular degeneration and many of 
these will be hypertensives. A decided minority 
may have normal or low blood pressure. 

During an attack the patient complains of an 
abnormal sensation varying from discomfort to 
acute pain, which is usually substernal but occa- 
sionally precordial and which may radiate to 
the neck, one or both arms, or even to distant 
parts. The attacks are generally definitely 
brought on by exertion, especially immediately 
after meals or on walking against the wind in 
chilly weather. Usually there is an accompany- 
ing anxiety which in many patients amounts 
to an actual fear of death. The attacks usually 
subside when the causal agent is removed. 
Many of these patients die suddenly either dur- 
ing an attack or independent of one, as Heber- 
den pointed out over one hundred and fifty 
years ago. 

In going over these cases of angina of effort 
I have been impressed by certain disease asso- 
ciations, a few of the more common of which 
will be briefly discussed. I shall not consider 
arteriosclerosis, which is present in a large pro- 
portion of the cases, but there are certain other 
diseases, some of them perhaps not commonly 
emphasized, which have occurred in this group 
of patients. 

In the first place there is diabetes mellitus. 
Attention was called to this association a good 
many years ago and it has been especially empha- 
sized in recent years by the members of Dr. 
Joslin’s clinic in Boston. A considerable num- 
ber of the group we considered suffered from 
diabetes, which was no doubt partly due to the 
fact that we have a large Jewish population in 
New Haven. It has been suggested that in some 
diabetics the use of insulin may be responsible 
for anginal attacks. I have had no personal 
experience with cases of this type. I have also 
been impressed by the frequency with which 
a patient suffering from angina pectoris pre- 
sented evidence of gall bladder disease. More 
than twenty years ago Dr. Robert H. Babcock, 
the well-known blind physician of Chicago, 
called attention to the relationship between gall 
bladder disease and heart disease, although he 
did not stress particularly angina pectoris but 
rather emphasized myocardial weakness. 
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I have also been impressed by the relatively 
large incidence of cases of gout among the an- 
gina pectoris group. Of course the relationship 
of gout to arterial change is an old story. I 
have been struck by the lack of evidence of 
angina pectoris in most patients with syphilitic 
aortitis. Of the cases of this disease which I 
have seen in the last twenty years comparatively 
few have had clear-cut attacks of angina pec- 
toris, though a fair number suffered from car- 
diac pain, so atypical that I hesitate to class 
it as angina. 

In a few instances I have been impressed by 
the importance of inheritance in this condition. 
I have had three or four families in which a 
whole series of siblings have died from this 
disease. 

The picture of coronary occlusion is in many 
respects different from the picture presented 
by the angina of effort. In angina of effort 
when the effort ceases the attack ceases. In the 
characteristic major cases of coronary occlusion 
the pain, which is usually substernal or epigas- 
tric, differs perhaps more in degree than in 
quality from the pain of angina pectoris. Cer- 
tainly some patients who have had attacks of 
angina pectoris preceding a coronary occlusion 
claim that they can differentiate the two types 
of attack. The pain of coronary occlusion is, I 
think, more apt to radiate to the back, and most 
important of all it lasts instead of minutes, fre- 
quently hours, and often days. In severe cases 
the attack of coronary occlusion is accompanied 
by evidences of very pronounced shock. The 
patient is tremendously prostrated, with pallor, 
a cold sweat bathing the forehead, and very 
low blood pressure. I have seen one or two cases 
where the pressure fell low enough to cause un- 
consciousness. In many patients dyspnea is a 
pronounced feature. 

If the patient survives the immediate attack 
we get two groups of symptoms and signs, one 
due to myocardial damage and one the result 
of the local necrosis in the wall of the heart. 
As a result of the myocardial damage we have 
more or less dyspnea, very often cyanosis and 
evidences of pulmonary and hepatic congestion. 
Occasionally Cheyne-Stokes respiration occurs, 
and in some instances various types of cardiac 
arrhythmia. A permanent fall in blood pres- 
sure is very common. 

As a result of the necrosis in the heart wall, 
fever which may be slight and only persist for 
a day or two, leukocytosis, and a localized peri- 
cardial friction rub may occur. The fever and 
leukocytosis are seldom absent if looked for. A 
pericardial friction rub occurs in a compara- 
tively small percentage of the cases. 

In addition to these major attacks there are 
no doubt also minor ones in which the intensity 
and duration of the pain is somewhat less, and 


in which the most striking feature is the rapid 
recovery of the patient. : 

There is still a good deal of difference of opin- 
ion as to the relationship between the ordinary 
angina of effort and coronary occlusion. The 
fact that there is a definite relationship is 
indicated by the observation that in those pa- 
tients with angina pectoris of the group studied 
who have been followed to a fatal termination 
30% have died of coronary occlusion at inter- 
vals varying from a few months to eleven years 
after the development of anginal attacks. With 
a record as striking as this, one wonders whether 
we should think of all cases of angina pectoris 
as coronary occlusion of varying degree. I have 
not yet reached the point where I feel that I 
can draw this conclusion. It is quite clear of 
course that in both conditions a very large pro- 
portion of the patients are suffering from ar- 
teriosclerosis, and it is also no doubt true that 
the coronary arteries are involved in the process 
in a very large proportion of these patients. 
One might assume that anginal attacks without 
definite evidences of infarction might be due to 
non-occluding thrombi, especially as these at- 
tacks are often relieved by nitroglycerin, which 
in my experience has very little effect on pa- 
tients with complete occlusion. 

I have taken the liberty of bringing these 
somewhat common diseases to your attention be- 
cause there is no question that they will in- 
crease. Statisticians tell us that in forty or fifty 
years the percentage of the population of mid- 
dle age will be very much higher than it is at 
present, and angina pectoris and coronary oc- 
clusion are essentially diseases of middle age. 
Furthermore, there is some evidence, though 
perhaps not very conclusive evidence, that 
thrombosis may be on the increase for reasons 
which are not clear. It therefore behooves us 
to acquaint ourselves thoroughly with the dis- 
eases of middle life. 


Discussion 


Dr. ArTHUR B. Howarp, Coneord: It has 
been a privilege to hear Dr. Blumer’s able, in- 
teresting and scientific presentation of the two 
conditions, coronary occlusion and angina pec- 
toris. 

To the individual opening the discussion, falls 
the pleasure of being among the first to con- 
gratulate Dr. Blumer upon the success of his 
presentation and the value of his material. At 
the State Hospital in Coneord we not only have 
a wealth of psychiatric material but we have 
many interesting medical cases. Being a psy- 
chiatrist, I do not consider myself an internist. 
However, with your permission, I should like 
to report a case which happened last year at 
the hospital, of coronary occlusion due to a grad- 
ual obliteration as a result of arteriosclerosis 
resulting in infarction, anemic necrosis and 
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which terminated in the rather unusual and rare 
manner of cardiac rupture. The occlusion was 
in the left coronary artery. 

The patient was an elderly lady 79 years of 
age who had never given any indication of such 
a condition possibly existing prior to 10 days 
before death when she had a severe attack of 
precordial pain accompanied by considerable 
cardiac distress, dyspnea, restlessness and a state 
of mental apprehension. On the morning of the 
tenth day this patient suddenly got out of bed, 
walked a short distance, and, turning, had 
reached her bed, when she was observed to fall 
suddenly. The nurse going to investigate found 
that she had ceased to breathe. 

A postmortem was obtained and upon open- 
ing the thoracic cavity the pericardium was 
found to be markedly distended, bluish in color, 
and the outlines of the heart were not evident. 
On incision of the sac there flowed a thin, serous 
fluid. Further examination revealed the peri- 
eardium to be occupied by about 500 c.c. of 
blood clot and serum. The clot was free 
throughout its extent except over the diaphrag- 
matic surface of the heart where it was adherent 
at two points, one in the left, the other in the 
right ventricle. This aspect of the heart be- 
tween the points of adherence was discolored, 
presented extensive ecchymoses, and revealed 
two distinct points of rupture in the myocar- 
dium. Further examination of the heart re- 
vealed the auricles to be negative with the ex- 
ception of a patent foramen ovale. 


Both ventricular cavities contained a dense 
mass of clotted blood which was free except over 
an area about 114” in circumference in the left 
ventricle where it was densely adherent. Upon 
removal of the clot there presented a distinct 
rupture of the ventricular wall of about the 
size indicated, and located at the junction of 
the interventricular septum and the anterior 
ventricular wall. The course of the channel 
was through and over the septum into the myo- 
cardium of the right ventricle where it ramified 
for about 114” both to the right and left be- 
fore rupturing through the pericardium at the 
two points mentioned. The valves of the left 
heart showed advanced sclerotic changes as did 
the aorta. The left coronary artery was mark- 
edly sclerosed and its channel was obliterated. 
The right coronary artery was also sclerosed 
but only partially obliterated. 


Dr. Tuomas M. Duptey, Coneord: It is need- 
less to say that we have listened to a most in- 
structive paper by Dr. Blumer. One statement 
that impressed me particularly was the impor- 
tance of certain underlying diseases. I want to 


mention two or three cases which I have seen 
within the past two years, which exemplify that. 

The first case I have in mind is a man of 62. 
This individual, apparently quite athletic, com- 
plained of a good deal of pain in his arms. 
He was observed at home for two weeks. The 
angina grew worse. Nitroglycerin became less 
effective, and doses of morphia were given. The 
general diagnosis was that of a slightly enlarged 
thyroid gland, the heart showing some val- 
vular disease. He went to the hospital and was 
watched for a while. Upon consultation with 
the surgeon, it was thought best not to operate 
without trying other measures, and there was 
no question that he was greatly improved. We 
decided to hold off for a while and did so for 
two months. He was not having so many at- 
tacks of angina, but finally it became more acute 
and severe. He was less harassed by the at- 
tacks but was unable to stand the effect of a 
long convalescence with visible symptoms of 
heart failure, and died in one of the attacks. I 
do not mean to say that in many eases of an- 
gina there are thyroid disturbances. 

A man was suffering from anemia; not pri- 
mary but secondary; it went on for several 
months and he finally moved to New York. 
There a diagnosis of pernicious anemia was 
made and his condition improved. I wish to 
say that in these cases of angina we must look 
for some underlying causes. They may be ob- 
secure, but they may mean the opening of the 
avenues to health. 


Dr. GRANVILLE E. Horrses, Manchester: I 
was much interested in Dr. Blumer’s paper 
which covered the ground very thoroughly. I 
have had in the last few months two or three 
cases which were rather interesting, in which 
the area of distribution of pain was unusual. 
The pain in both forearms was so severe that 
the patient was rigid yet there was practically 
no pain substernally. As soon as he had over- 
come the effects of the morphia, he would quiet 
down for three days and then have a severe at- 
tack, but still he lived. It is quite possible 
that we may find some answer to our increase in 
coronary occlusion and angina pectoris from the 
fact that about 15 years ago our country had a 
great epidemic of influenza. In going over the 
histories of cases I have been impressed by those 
who gave a history of severe attacks of influenza. 
The question that is raised in my mind is 
whether influenza has any effect upon the ex- 
istence of angina. That is something we can 
bear in mind. It is quite interesting to know 
that in cases of pernicious anemia which have 
developed angina, with liver extract treatment 
the angina clears up. 


498 


NEW HAMPSHIRE MEDICAL SOCIETY—HUNTER 


N. E. J. of M. 
September 8, 1931 


NON-TRAUMATIC GAS BACILLUS INFECTION IN NECK OF 
CHILD FOLLOWING MIDDLE-EAR INFECTION®* 


BY JOHN A. HUNTER, M.D.,t DOVER 


NNE S., a girl four years old, was brought to 
my office on Saturday, November 21, 1930 
with the following history: Child had been 
dumpish and fussy about ten days with no defi- 
nite complaint, but on the thirteenth day the 
mother noticed a discharge from the right ear, 
and the glands in the right side of the neck had 
swelled considerably. On Thursday she went to 
the family physician who advised hot compresses 
but the mother thought that these made the con- 
dition worse, as one spot below the jaw which 
she thought was a boil seemed more red, with a 
black spot in it. On Saturday the child was 
again taken to her doctor who referred the case 
to me. 

The child was sick and septic looking. The 
temperature was 104.5°; there was a foul dis- 
charge from the right ear but with a large per- 
foration in the tympanic membrane and no 
mastoid tenderness; it was felt that the middle 
ear and mastoid were of secondary importance. 
There was some mucopurulent discharge from 
the nose, and the throat was moderately red with 
swollen tonsils. There was impetigo about the 
nose and mouth. 

There was general glandular involvement of 
the whole right side of the neck from the mas- 
toid nearly to the clavicle with a similar condi- 
tion on the opposite side, only to a less degree. 
The skin over this involved area was of a beauti- 
ful pink (not at all the redness of an erysipelas) 
which extended well beyond the glandular areas. 

Over an especially swollen mass just below 
the mandible and back of the submaxillary gland 
was an area of gangrene one-quarter inch in 
diameter with beginning undermining of the 
skin. The heart was negative; the chest was 
negative except for some laryngeal wheezing. 
She was sent to the hospital in isolation where 
Di-Chloramine-T packs were used. Culture 
from the ear showed pneumococci but from the 
sloughing area only staphylococci, which we 
knew was merely part of the story. 


November 24: Condition advancing, the skin 
under the chin showing blebs which extended up 
to the left ear—some crepitus on pressure. 


November 25: Necrotic area enlarging and 
more undermining of skin. Report from fur- 
ther cultures shows infection to be due to B. 
aerogenes capsulatus, demonstrated by culture 
and sugar tests. (Glucose agar stab culture.) 


*Read at the Annual Meeting of the New Hampshire Medical 

Society, Manchester, - May 19, 1931. 
tHunter—For 
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November 26: More necrosis; the child takes a 
fair amount of nourishment. Secondary anemia 
with a red count of 2,220,000; polys 60% ; white 
cells 6450; hemoglobin 50%. Urine negative. 
Operation advised to clean up at least some of 
the sloughing. One heel of the scissors was in- 
serted into the original gangrenous area and the 
incision carried around under the chin to the 
other ear without removal. Necrotic area of 
skin was cut away showing the fat, platysma 
and deep fascia simply rotten in the whole ex- 
tent of the ear to ear incision. With a sponge 
everything was wiped off exposing the supra- 
hyoid group of muscles from the mandible to 
below the cricothyroid cartilage. It seemed as 
though the cricothyroid membrane had per- 
forated, which probably accounted for the 
child’s croupy condition; ninety-five per cent. 
aleohol was freely applied to the whole area and 
two-inch iodoform strips wound back and forth 
to fill in the space. A dressing was applied. 
The child seemed to stand the operation well. 

Iodoform strips were used until Decem- 
ber 3 when Di-Chloramine-T was substituted. 
The temperature gradually dropped, more nour- 
ishment was taken and the pad kept under the 
neck to prevent contraction on healing, if pos- 
sible. Routine treatment of ear was of course 
carried out. 

Operation at least made the smell in the room 
bearable, and granulations had begun to form. 


December 4: Transfused 155 c.c. of father’s 
blood directly, with 25 c.c. salt solution, follow- 
ing which improvement became more marked. 


By December 18 the whole area was well gran- 
ulated over and as healing seemed to be pro- 
gressing so well, consultants advised postpone- 
ment of skin grafts for the present. The only 
point which seemed to pull was about the 
original area. There was very little discharge 
from the ear, which was doubtless kept up by 
tubal congestion. 


December 18: The patient was discharged from 
the hospital to be dressed at home by the dis- 
trict nurse. At this time she had very little 
raw area and had gained several pounds in 
weight, and by January 6 the area was entirely 
healed. The ear, however, did not dry up until 
April. 


A brief word about the pathology of this, for 
our knowledge of it has tremendously increased 
since the World War where it was found that 
the aerogenes bacillus or bacillus welchii was ab- 
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solutely anaerobic and putrefactive in nature. 
The war wounds were doubtless due to contami- 
nation by fecally infected soil in an already 
opened area. Some investigators have main- 
tained that the bacillus welchii is a normal in- 
habitant of the intestinal tract of adults and 
may be found in the stools of infants. These 
organisms have the power of breaking down dead 
tissue and their toxins and gases seriously im- 
pair living tissue, but are unable of themselves 
to gain a foothold in healthy tissue. 


Now the question comes up: how did this 
child get the infection? There was absolutely no 
history of injury of any kind, and other chil- 
dren in the family of about the same age had 
no trouble. The hygienic conditions are as of 
the average walk of life. Did her stools infect 
her? (They were not examined.) 

Personally I have never heard of this kind of 
infection without a preceding history of trauma, 
or without its unfortunate introduction into the 
body at operation. 


AURICULAR FIBRILLATION FOLLOWING A MASSIVE 
DOSE OF CHLORAL* 


BY DEERING G. SMITH, M.D.,t NASHUA 


WHITE man, aged fifty, retired from busi- 

ness, had been drinking large quantities of 
aleohol for five days. He was weak, nervous, 
and had hallucinations, but his heart appeared 
to be normal, and the pulse was 100. He was 
immediately given forty grains of sodium bro- 
mide, and ten grains more four times a day were 
prescribed. In addition, one half ounce of Som- 
nos, a preparation of chloral, was ordered to be 
given every three hours. This was kept up for 
four days, and on two occasions when he was 
very nervous the dose was doubled. He im- 
proved slowly and took Somnos at times for 
nine days, with no apparent ill effects. 

Two and one half years later he was seen on 
the seventh day of a similar spree. He was 
nervous, vomiting, with a pulse of 104. He was 
given one ounce of Somnos immediately, and 
one half ounce every four hours was prescribed. 
The next morning I found that during the pre- 
ceding evening he had surreptitiously taken four 
ounces of Somnos. His pulse was now 88 at the 
wrist, the rate at the apex was 152, and the 
rhythm was very irregular. He was given one 
dram of fat-free tincture of digitalis which was 
repeated in two hours, and again in four hours. 
That evening the pulse at the wrist was 104 with 
the same rate at the apex, and the rhythm was 
regular. The dose of the tincture of digitalis 
was reduced to thirty minims three times a day. 
On the third day his pulse was 96, falling to 
88 on the fifth day. He gained rapidly and 
had no more ill effects from the Somnos. 

One year later when he was again suffering 
from acute alcoholism I gave him one ounce of 
Somnos, followed by one dram every hour. He 
had this for one day with no ill effects, his pulse 
rate remaining 100 throughout the course. 

Somnos is a preparation containing in each 
ounce twenty-five grains of chloral glycerolate, 


*Read at the Annual Meeting of the New Hampshire Medical 
Society, Manchester, N. H., May 19, 1931. 

+Smith—For record and address of author see “This Week’s 
Issue’, page 50 


which is formed when three molecules of chloral 
combine with one molecule of glycerine. It is 
similar in its therapeutic properties and uses to 
chloral hydrate, and the toxicity of these chloral 
groups has been assumed to be the same. Ac- 
cordingly this patient took, within a few hours, 
four ounces of Somnos, or elixir chloral glycero- 
late, equivalent to 100 grains of chloral hydrate. 

Dr. C. C. Stewart of Dartmouth Medical 
School found that in experimental animals, 
large doses of Somnos intravenously caused 
death due to ‘‘failure of both respiration and 
heart’’. Sollmann states that full doses of 
chloral cause vasomotor paralysis, and that ‘‘the 
pulse is also slowed through direct depression 
of the cardiac muscle’’. The fatal dose varies 
greatly, averaging about 150 grains. Doses 
above forty-five grains must be used cautiously. 
The manufacturers of Somnos give the dosage 
as follows: ‘‘As a sedative, one teaspoonful or 
more may be given every hour or half hour, as 
required. As a hypnotic, one or two tablespoon- 
fuls in hot water or milk at bedtime, repeated if 
necessary. In cases of mania, hysteria, delirium 
tremens, very much larger doses must be given 
and repeated every hour until the effect is 
noted.’’ In spite of this last statement, the dose 
this patient took was excessive, for it apparently 
affected the heart, causing fibrillation. 

On three separate occasions during an inter- 
val of nearly four years, Somnos was given to a 
man who had acute alcoholism. A massive dose 
taken on the second occasion was followed by 
auricular fibrillation, which was quickly stopped 
by the use of large doses of tincture of digitalis. 
Chloral should always be administered cau- 
tiously, as in large doses it apparently affects 
the heart. 


DISCUSSION 


Dr. D. E. Sunnivan: I think that Doctor 
Smith’s paper should command thought and 
attention. I believe there are times in the use 
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of chloral when it is not so safe a drug as it is 
sometimes said to be and that we do get deaths 
from what are supposed to be ordinary doses. 
Some years ago we had an action in court, in 
which it was brought out in the testimony by a 
leading psychiatrist that in his opinion, chloral 
was not a dangerous drug, and that he used it 
very freely and didn’t have any bad results. 
In looking up the literature, we found that a 
death had been reported in an adult from a 
30 gr. dose and that chloral was usually thought 
to be a drug that should be handled with a 
great deal of care. I have found, from personal 


experience, that alcoholics are the most unsafe 
people to entrust with chloral. A word of eau- 
tion is necessary in treating these people. These 
drugs should not be entrusted to the patient 
himself; some member of the family should be 
told that they must be dealt out and not left to 
these men of disordered brains. I have had one 
or two unhappy experiences in dealing with 
chloral; it is a double-edged sword and we 
should not take the attitude that it can be 
used in large doses, without watching the 
effects. 


COMPLETE CATALOGUE OF PARASITES 


What is believed to be the world’s most complete 
catalogue of the parasites of men and animals, 
indexed in every important modern language and 
in Latin for international use, is nearing completion 
at the National Institute of Health at Washington, 
according to a release from the United States Pub- 
lic Health Service. 

The National Institute of Health is operated under 
the United States Public Health Service and, al- 
though supported by Government funds, it has 
authority to use funds from private sources accept- 
able through the Secretary of the Treasury. Dr. 
Charles Wardell Stiles, chief of the division of 
zodlogy at the Institute, has devoted a large portion 
of his life to preparing the catalogue, in order to 
facilitate public health work throughout the world. 

Comprising several volumes, the catalogue repre- 
sents a complete list in all languages of all the lit- 
erature published in every country about the para- 
sites which prey on animals and human beings. It 
constitutes a compendium of the entire parasitical 
literature in the medical, zodlogical and veterina- 
rian professions. The completed volumes will con- 
tain more than 5,300 finely typed pages. 

In all, the finished edition will represent the 
work of three men and their assistants. These men 
are Dr. Cooper Curtice, formerly of the Bureau of 
Animal Industry of the Department of Agriculture, 
Dr. Albert Hassall, also of that Bureau, and Dr. 
Stiles. Dr. Stiles and Dr. Curtice started their work 
at the same time, in 1888, without the least idea of 
each other’s intentions. Dr. Stiles began the work 
while a student at Leipsic, in Germany, and Dr. 
Curtice, at Washington. It was not until Dr. Stiles 
came to Washington some time later that he dis- 
covered that he and Dr. Curtice had been doing the 
same work. Upon his return to this country, how- 
ver, Dr. Stiles and Dr. Hassall, continuing the work 
after Dr. Curtice had resigned from the Bureau of 
Animal Industry, went ahead training assistants and 
making notes, although neither of them at that time 
intended to publish. 

The first volume of the catalogue, however, which 
was printed many years ago, is said to be selling 
today at second hand bookshops at $100 per copy. 
Later, the Public Health Service published three 
volumes of a 1,754 page subject catalogue which 


Dr. Stiles and Dr. Hassall, with their assistants, had 
prepared. Also, 789 pages of a catalogue of the 
catalogue of the hosts of parasites have been print- 
ed, this completing the published portions of the 
catalogue at present. Approximately 400 pages of 
another edition are in press now, and 400 more will 
be ready to be printed before late Fall. 

Dr. Stiles is now completing a catalogue of the 
hosts of parasites of carnivorous animals and their 
relation to public health, which will be 200 or more 
pages long. It will list the various animals which 
harbor parasites and will state whether these 
parasites also victimize men. The material for this 
edition already has been gathered, but has not yet 
been edited. 


“MOSQUITO DAY” AT ROSS INSTITUTE 


“Mosquito day,” the thirty-fourth anniversary of 
the discovery by Sir Ronald Ross, the poet-patholo- 
gist, of malaria parasites in a dissected anopheles 
mosquito was celebrated on August 20 at Ross In- 
stitute in Putney by a gathering of scientists and 
litterateurs, the New York Times reports. 

John Masefield, Poet Laureate of Great Britain 
and one-time sailor, recalled his visits to South 
American ports, where yellow fever ‘‘made the vis- 
itor’s return an improbable event”. 

“I remember being shocked, as a boy, on hearing 
a sailor’s story of how young officers, reaching cer- 
tain ports, if they wanted promotion had only to 
get their senior officers drunk and let them sleep in 
the moorland for a couple of hours. It was quite 
enough to secure promotion. 

“When Sir Ronald laid bare the secret it became 
possible to destroy the cause of malarial fevers. He 
struck the greatest blow ever dealt to insects.” 

Professor William H. Welch of Baltimore, on be- 
half of the American guests, who included Dr. Bill- 
ing, representing the United States Public Health 
Service, congratulated Sir Ronald on the wonderful 
accuracy of his original discovery. The methods he 
originally laid down, Dr. Welch said, are still being 
applied most thoroughly throughout the United 
States. He cited also the transformation of Cuba 
and the work on the Isthmus of Panama, where 
lakes were covered with kerosene to make possi- 
ble the building of the canal. 
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CASE 17361* 


ONE DAY’S ACUTE DYSPNEA AND DYS- 
PHAGIA IN A GIRL OF THIRTEEN 


NEUROLOGICAL DEPARTMENT 
PRESENTATION OF CASE 


Dr. WILFRED This is the case 
of a girl of thirteen who was sent in to us on 
Sunday, October 5, at midnight with the history 
that on October 3 she had been taken with a cold. 
Her sister was just getting over an attack of 
chicken pox, and it was thought that this girl 
was getting the same thing. On Sunday morn- 
ing she began to have a slightly stiff neck and 
some headache. On Sunday afternoon she began 
to have difficulty in talking and a distinct nasal 
twang to her voice. The doctor who saw her 
when she was sent here said that there was no 
evidence of paralysis or anything but difficulty 
in talking and swallowing. 

When she arrived here at midnight it was per- 
feetly obvious that she was having difficulty in 
breathing, because we could hear it at some dis- 
tanee. When we first saw her she was blue, with 
gasping respiration, using all the accessory mus- 
cles. We put her immediately into the respi- 
rator, where she improved, but she fought 
against the restraint of the machine so much 
that we gave her two doses of morphine, one of 
one-sixth and one of one-eighth grain. Finally 
she did stop fighting, her color became good and 
she seemed comfortable. 

During the night her temperature was 106.5°, 
the pulse ranging between 155 and 170. The 
next morning we could take her out of the res- 
pirator long enough to make some sort of exam- 
ination. The reflexes everywhere were com- 
pletely abolished. The arms and legs still 
twitched occasionally. There was rigidity of the 
arms, whether voluntary or not we did not know. 
On the lower right side the chest was full of 
coarse squeaks. Lumbar and cistern punctures 
gave fluids showing respectively 82 and 61 
eellst 

At 2:30 that afternoon she suddenly turned 
bad in the respirator, becoming blue again. 
When she was taken out her heart had stopped 

*This report gives the essentials of two discussions, one in 
Dr. Cabot’s Third Year Class, one at a conference of the hos- 
pital staff. 

tRecently resident on the Neurological service. 


+?This item was omitted in the history as Dr. Cabot re- 
ceived it. 


BY RICHARD C. CABOT, M.D., AND 
TRACY B. MALLORY, M.D. 


NOTE ON HISTORY 


Dr. Cazot: It looks as if some local cause 
were interfering with the swallowing and the 
breathing. 

DIFFERENTIAL DIAGNCSIS 


Although she had a very high temperature it 
does not seem as if she could have died of pneu- 
monia. Could this have been acute poliomy- 
elitis? I have not seen much poliomyelitis and 
do not know much about it in its acute stages. I 
have seen it affect the muscles of breathing and 
swallowing. October 5 is a little late in the 
vear for poliomyelitis. One expeets it in the 
summer and early autumn. We were having 
fairly warm weather, though, at that time. It 
does not sound like meningitis or like tumor. 
She is too young for a vascular brain lesion. So 
it seems to me it has to be between bulbar and 
polio-encephalitis. I do not think it can go be- 
yond that. 

A Stupent: How often has intracardiac 
adrenalin been given with benefit ? 

Dr. Casot: I never knew it to be. It is one 
of those things one does when the patient is ob- 
viously dying and one cannot do any great harm. 

Dr. Matuory: I have seen it work on the op- 
erating table. 

A Stupent: Does the virus of chicken pox 
ever attack the central nervous system ? 

Dr. Casot: I do not think we know of a 
chicken pox meningitis, though infections of the 
brain and meninges do rarely follow varicella. 
Whether or not this has any connection with 
chicken pox I do not know. 

A Srupent: Do you think of hydrophobia at 


all? 

Dr. Canor: No. 

ANOTHER StupENT: How about laryngeal 
diphtheria ? 

Dr. Cazor: If it had been that they would 


certainly have given us more evidence of it. 
CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 
Acute anterior poliomyelitis. 
DR. RICHARD C. CABOT’S DIAGNOSIS 
Bulbar or polio-encephalitis. 
ANATOMIC DIAGNOSIS 
Anterior poliomyelitis. 
ANATOMIC DISCUSSION 


Dr. Mautory: This was a case of poliomy- 
elitis of the bulbar type. Our autopsy was lim- 


J 


502 


CABOT CASE RECORDS 


N. E. J. of M. 
September 3, 1931 


ited to the nervous system. Dr. Kubik, will you 
tell the findings ? 

Dr. Cuartes 8S. Kusrk: The gross examina- 
tion showed several small punctate hemorrhagic 
areas in the spinal cord, particularly in the gray 
matter of the cervical region, similar lesions in 
the medulla and the pons, and possibly one or 
two in the basal ganglia. The meninges were 
slightly injected. On microscopic examination 
we find the characteristic lesions of poliomy- 
elitis at all the levels of the spinal cord and of 
the brain stem, and a few small lesions in the 
thalamus and the lenticular nucleus, but none 
in the cortex. There are a few lymphocytes and 
an occasional polynuclear cell in the arachnoid 
space. 

These are sections of the spinal cord. There 
is perivascular infiltration and on this side there 
are hemorrhagic areas in the posterior root zone. 
Here is fairly extensive perivascular infiltration 
and also a more diffuse infiltration of the nerve 
tissues. I think you can see the destruction of 
the anterior horn cells. That is a large area 
where the nerve cells are very faint and shrunk- 
en. In the same section and in the same an- 
terior horn there are some fairly healthy looking 
nerve cells. The process is much more extensive 
on one side. There are extensive lesions in the 
medulla and extensive involvement pretty well 
all through it. This area would be in the vicin- 
ity of the ventral nucleus of the tenth nerve. 

A Puysician: I think the ease is interesting 
in view of the fact that Dr. Bloomberg found 
61 cells in the cistern fluid. 

Dr. Mauttory: We had an extremely similar 
ease clinically, Case 16502*, occurring just a 
few days before this one, with a totally different 
cause. That was an acute endocarditis in a child 
with chronic cardiac disease. There was an area 
of softening in the medulla due to embolism. I 
think the two cases could not have been distin- 
guished clinically. Of course cases of that sort 
are extraordinarily rare. 

Dr. Luoyp Aycock: Did I under- 
stand Dr. Kubik to say that there are lesions in 
the cord in this case and that there were not in 
the recent case of suspected bulbar embolus, Case 
16502? 

Dr. Kusrk: The present case has lesions 
down to and including the lumbosacral enlarge- 
ment. 

Dr. Aycock: If the other case did not show 
involvement of the cord that is one more argu- 
ment for the embolic nature of the earlier case. 

This case emphasizes the difficulties of the res- 
pirator situation. As it happened, on the day be- 
fore this ease came to light we had borrowed the 
respirator from a hospital in a neighboring city 
and sent it to Maine for a hospital case. Then 


this case came from the very back door of the 

hospital that owned the respirator. They were 

very nice about it, but wondered if the case 

might not have done better if the respirator had 
*Published December 11, 1930. 


been in the hospital where it belonged. This 
has not been a very heavy poliomyelitis year, but 
we have had about all we could do to manage 
with the few respirators available. This case is 
a good illustration of the difficulties we meet. 

The present case seems to be a typical case of 
bulbar poliomyelitis. 


CASE 17362 
RHEUMATIC HEART DISEASE 
MeEpICcAL DEPARTMENT 
PRESENTATION OF CASE 


Dr. Cuarues A. Nopie*: This is the case of 
a married Italian cook who has entered our 
wards six different times within the past fifteen 
years. 

First admission. He first entered fifteen years 
ago at the age of forty complaining of aching 
pains all over, chilly feelings and right upper 
quadrant pain with vomiting and cough for 
four days prior to admission. 

The family history is not essential. He was 
married and had one son with definite rheumatic 
infection. Interestingly enough that son died 
quite suddenly about a year ago and was autop- 
sied here. His heart was shown to have the 
largest volume of all the hearts Dr. White had 
ever seen. 

The present patient had had repeated fevers 
in childhood, he was not quite sure of what type. 
Ten years prior to this first admission he had a 
definite attack of rheumatic fever lasting for at 
least one month before it cleared up. Eight 
years before admission he had a milder attack 
with only the ankles involved. Six years before 
admission he had a herniotomy. Four years be- 
fore admission he was in bed for six weeks with 
a painful swollen liver. There was no ascites. 
He was told he must stop drinking. One year 
prior to admission he had another herniotomy. 

The essential physical findings on the first ad- 
mission were as follows: The heart was slightly 
enlarged, the sounds regular and of good qual- 
ity. The pulmonic second sound was louder 
than the aortic second. There was a systolic 
murmur at the apex. No diastolic was noted at 
that time. There was increased whisper with 
definite rales at both lung bases. The tempera- 
ture was 103°. 

He was thought to have bronchopneumonia. 
The temperature remained up and became rather 
septic in type. He developed a phlegmon of his 
neck and later a septic left knee which was 
drained. He was found to have streptococcus 
infection in that fluid and also in the neck 
phlegmon, which had also been incised. He had 
chronic prostatitis. There was a question of a 
Neisserian infection on top of this. He had had 
a Neisserian infection twenty years before. He 


*Recently senior interne on the East Medical service. 
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was discharged with a diagnosis of bronchopneu- 
monia, phlegmon of his neck, septic left knee 
and chronic prostatitis. 

Second admission. He was next heard from 
six years later, when he came in complaining of 
dyspnea of a year and a half in duration. That 
had become more marked until he was obliged to 
give up work. He had been digitalized and had 
got along quite well until about two weeks prior 
to admission, when he had a recurrence of the 
dyspnea, slight edema of the ankles and attacks 
of knife-like right upper quadrant pain occur- 
ring after meals. At this admission the heart was 
definitely more enlarged. However, he still had 
murmurs, a systolic and a diastolic at the apex. 
No thrills were noted. The rhythm at this time 
was totally irregular. The heart was fibrillating 
then and had evidently begun to fibrillate some 
time during that previous year and a half. There 
was some fluid at the right base. There was a 
palpable spleen and liver, and some edema of the 
sacrum and ankles. He was redigitalized then 
and given salyrgan for his edema. He made a 
good response. He was also given quinidine in 
dosage of 8.4 grams within four days without 
any restoration of normal rhythm. He developed 
a good deal of headache and felt rather sick. 
When the quinidine was discontinued we noticed 
improvement. 

History of interval. For the next eight years 
he did not come to the hospital. He did a cer- 
tain amount of work and got along quite well on 
digitalis alone. 

Third admission. In January, eight years af- 
ter his last discharge, he came into the hospital 
with a rather diffuse low grade cellulitis of the 
left leg. Poultices were applied in the Emer- 
gency Ward. He spent six days in the hospital. 
The condition cleared up. He was not decom- 
pensated at that time. 

Dr. Gerarpo M. BALBonrt: He had a definite 
injury to that knee while he was at work. Either 
a part of a stove or an iron fell on his knee and 
started the sepsis. He was sent in for treatment 
of that injury. 

Dr. Noste: Fourth admission. Beginning 
the following June, a little less than a year ago, 
he had three successive admissions to the hospi- 
tal, each time with definite decompensation. In 
June he came in, having worked until two weeks 
before admission. Then he had increase in 
dyspnea, gradually increasing edema of the legs 
and abdominal wall, increase in the size of the 
abdomen and epigastric pain. At that time the 
heart was again larger than at the previous ad- 
missions. It was fibrillating, with some pulse 


deficit. He was kept in the ward a month and 
given increasing doses of digitalis, salyrgan and 
ammonium chloride, to which he made quite a 
good response. 

He returned home and led a chair and bed 
existence. 

Fifth admission. 


He had to come in again 


three months later, in September, this time with 
increase in decompensation. There was more 
edema of the abdominal wall and very marked 
ascites. During this admission he developed 
cellulitis of the right leg, which cleared up, 
however, rather rapidly without any complica- 
tions. 

Sixth admission. The last admission was in 
January, after he had been at home for four 
months, being quite comfortable but unable to 
do anything more than sit up in bed or in a 
chair or move about a little from room to room. 
This time he had considerable pulse deficit and 
a large heart fibrillating quite rapidly in spite 
of regular doses of digitalis at home. He had 
fluid at both bases, what we thought to be a 
large amount of fluid in the abdomen and edema 
of the legs and thighs, over the scrotum and 
over the sacrum. He was given salyrgan again 
eight different times about three days apart, 
without any marked results this time. He was 
also given ammonium nitrate. An abdominal 
tap was tried without showing much fluid. He 
was quite obese, so that there may have been a 
good deal there that we were unable to find. 
After eight injections of salyrgan he developed 
an unfortunate slough on the right wrist. The 
salyrgan was discontinued. This slough took 
eare of itself quite well with sterile dressings. 

The patient remained in the ward for a period 
of about two months without marked change. 
He had at one time an episode of loss of mem- 
ory, became aphasic and was semicomatose for 
about a week. He rallied again and remained 
essentially unchanged until his discharge in 
March, when at the request of his family and by 
his own wishes he was allowed to go home. He 
remained there until he died sometime within 
the past month. 7 

Dr. Bausont: I have taken care of him 
through his illness from the very beginning. The 
history is essentially accurate. He was treated 
as a rheumatic except for his knee, which was 
treated by Dr. Lincoln Davis. It was only when 
his heart started to fibrillate a vear or more 
ago that he did very well under digitalis and 
was able to work a good deal of the time. 

Dr. Tracy B. Matiory: Did any striking 
change occur during the last month after he 
went home? 

Dr. Batzont: He simply gradually failed. 
Nothing seemed to help him. He became coma- 
tose without being given any sedative at all. 
I was away and did not see him when he died, 
but did see him during the last week. It was 
simply a ease of gradual decline, with no drugs 
except digitalis. 


CLINICAL DIAGNOSES (FROM HOSPITAL RECORD) 


Rheumatic heart disease. 

Mitral stenosis and aortic regurgitation. 
Auricular fibrillation. 

Congestive failure. 
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ANATOMIC DIAGNOSES 


Rheumatic heart disease; endocarditis of the 
mitral, aortic, pulmonary and tricuspid 
valves. 

Fibrosis in the myocardium. 

Sclerosis of the coronary arteries. 

Cirrhosis of the liver. 

Chronic passive congestion of the spleen. 


PatHouoaic Discussion 


Dr. Matuory: This is one of those cases in 
which it is easy to find a great deal of pathology 
but difficult to say from what the patient died. 

He certainly had rheumatic heart disease and 
he certainly had a marked degree of cirrhosis of 
the liver which looks more like the alcoholic 
type than like anything else. I certainly do not 
believe the heart could have caused the condi- 
tion. There was very little passive congestion 
in the sections. 

The heart was very much enlarged and all 
four valves show quite definite rheumatic le- 
sions. As you know, there is a quite definite or- 
der in which the various valves become involved, 
the mitral most commonly, then the aortic, the 
tricuspid much less commonly, and finally the 
pulmonary. The pulmonary almost never is 
involved unless all three of the others are. He 
showed lesions of all four, though none of them 
was very marked. The mitral showed thickening 
of the cusps and slight shortening of the chordae 
tendineae. There may possibly have been a lit- 
tle insufficiency. The aortic valve did not look 
as though it would have been functionally im- 
paired. The pulmonary valve showed a little 
stenosis and real insufficiency. The tricuspid 


showed definite thickening and shortening of the 
cords. There was no adhesive pericarditis, and 
yet we have this relatively enormous heart which 
weighed over 650 grams. It is a little hard to 
see why it should have failed. It is very hard 
to see why there was no more evidence of pas- 
Sive congestion in the liver. There was very 
evident passive congestion in the spleen, but I 
think the cirrhosis of the liver would explain 
that quite adequately. The spleen weighed 400 
grams. That is rather more enlargement than 
the cardiac type of passive congestion often 
causes. It is much more the type seen with 
cirrhosis of the liver. Characteristically there 
is a considerable amount of rather diffuse 
fibrosis in the pulp. The coronary arteries 
showed a slight degree of fibrous thickening, 
probably sclerotic in type. The larger pulmo- 
nary vessels showed a very marked degree of 
sclerosis, but no more than is frequently found 
in eases of rheumatic or even of hypertensive 
heart disease. 

Dr. BauBont: Could the cirrhosis be ex- 
plained by his high living,— rich food and 
drinking ? 

Dr. Matuory: I should be inclined to put 
more faith in the drink than in the food. 

Dr. FreperIcK T. Lorp: This patient had a 
positive gonococcus fixation test. That would 
raise the question as to the possibility of other 
than a rheumatic infection. 

Dr. Mauiory: I think the involvement of all 
the valves is very strongly in favor of a rheu- 
matic lesion. I have never heard of involve- 
ment of all four valves except in rheumatic heart 
disease, though the involvement of two valves in 
a bacterial type of endocarditis is not infrequent. 
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TOWNS COMBINE FOR HEALTH 
PROGRAM 


A YEAR or more ago Secretary of the Interior 
Ray Lyman Wilbur was quoted as saying that 
New England was backward in its health service 
for children. Following this an editorial in the 
Journal of the American Public Health Associa- 
tion pointed out that the center of public health 
activities is leaving New England and moving 
south and west. Three years ago the then Gov- 
ernor Allen indicated the advantages that had 
come to education from the grouping of towns 
into school districts for the employment of 
properly trained full-time superintendents, and 
also recommended legislation allowing the towns 
to combine into health districts for the employ- 
ment of full-time executive health officers and 
staffs. 

It is a reasonable idea, making both for effi- 
ciency and for economy. Political’ districting 
has long been employed with towns, county and 
larger organizations; great educational advan- 
tages have come from the voluntary grouping 


of towns for mutual aid and improvement; the 
health program has lagged behind, but at last 
the same benefits for this are being recognized. 

Already a group of towns in the western part 
of the state have so combined, and now comes 
a similar organization in the Nashoba district, 
of Ashby, Ayer, Bolton, Boxboro, Dunstable, 
Groton, Harvard, Littleton, Lunenburg, Pep- 
perell, Shirley, Stow, Townsend and Tyngs- 
borough, with the head office located in the 
town hall at Ayer. 

The machinery for this accomplishment has 
been the grouping of the boards of health of 
these towns into an association to promote full- 
time public health activities with the adoption 
of a complete set of public health rules and 
regulations. Further assistance has been ren- 
dered by a grant from the Commonwealth Fund 
of New York City. Dr. G. F. Reeves, formerly 
health officer of Nash County, N. C., has been 
appointed director, and H. 8. Adams, a grad- 
uate of Massachusetts Agricultural College and 
formerly a member of the organizing unit of the 
Commonwealth Fund is milk and sanitary in- 
spector. An advisory nurse will shortly join 
the staff. The unit has a laboratory in the Ayer 
Community Memorial Hospital. 


HEADACHE 


HEADACHE, next to constipation, is the most 
frequent symptom in medicine and probably has 
more causes than any other complaint. It should, 
of course, never be considered as a disease but 
only as a symptom; but practically every pa- 
tient will treat it as a disease when the symptom 
is at all severe. There have been many books on 
headache published in the past, but so broad is 
the subject and so rapid are the advances in our 
knowledge of the causation of this symptom that 
new books are necessary from time to time. Well- 
written monographs on symptoms, moreover, are 
not easy to find; they are probably the most 
valuable type of medical literature and give to 
the practitioner information which should serve 
a useful purpose almost every day in the year. 

American medicine is particularly fortunate 
in having a book of this type, written by Dr. 
William H. Robey, Chief of the Second Medical 
Service at the Boston City Hospital, and re- 
cently published in an Everyday Practice Series 
edited by Dr. Harlow Brooks*. This book covers 
the subject of headache, in twenty-five chapters, 
from every point of view, and it is so written 
that quick reference can be made to any disease 
which may cause this symptom. The subject 
has been brought up to date by Dr. Robey and 
at the end of each brief chapter references to 
the recent literature will be found. The volume 
is a clear, sensible presentation of the subject 


and is of particular interest to New England 
*Robey, William H. Headache. J. B. 


Phila. & London: 
Lippincott Co., 1931. xiii + 234 pages. 5.0 


Price $5.00. 
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physicians, coming, as it does, from one of the| Kidney. Report of a Case.’’ Page 471. Ad- 


leading hospitals in Boston and written by a 
man who has long been recognized as a physician 
of note. The book contains reference to a great 
deal of work that has been done in Boston and 
one finds scattered through its pages the names 
of Cushing, Ayer, Jordan, Minot, McClure, 
Rowe, Waterman, Cabot, Christian, O’Hare, 
Forbes, Viets, Mixter, Jackson, Cobb, MacAus- 
land, and Lee. In addition, Dr. Robey’s own 
contributions are frequently cited. 

This excellent monograph should find its way 
into the hands of practically every New England 
physician who is in practice. 


THE PJIYSICIAN LOOKS AT GOLF 


THE announcement of the Fall Tournament 
of the Middlesex South District Medical Golf 
Association should serve notice on all of us that 
one of the important duties of the physician, 
to his patients as well as to himself, is to secure 
that mental and physical relaxation which will 
keep him up to his maximum level of efficiency 
and insure to him the maximum enjoyment of 


ving. 

‘*All work and no play makes Jack a dull 
boy’’ is a homely adage, but like most homely 
adages it drives its shrewd point home. This 
year as never before we have heard our doctor 
friends say that they cannot afford to take a 
vacation. The obvious retort is that they can- 
not afford not to. We must admit that many 
of our colleagues take a melancholy pride in be- 
ing overworked; they like to strive and fret 
and worry and modestly boast of the fact that 
they have not had a day off in six months. It 
is nothing to brag of; it is something to be 
ashamed of. No one is so important to his lit- 
tle world that he cannot steal time for the 
pleasures which are so valuable 
to him. 


THIS WEEK’S ISSUE 


ContTAINS articles by the following named au- 
thors : 


O’BrieEN, Epwarp J. M.D. Tufts College 
Medical School 1912. Visiting Surgeon, Cam- 
bridge Municipal Hospital. Assistant Visiting 
Genito-Urinary Surgeon, St. Elizabeth’s Hos- 
pital. Consulting Urologist, Somerville Hospi- 
tal. His subject is: ‘‘Report of Unusual For- 
eign Body in Female Bladder.’’ Page 471. 
Address: 270 Commonwealth Avenue, Boston. 


Swan, CHannina 8S. A.B., M.D. Harvard 
University Medical School 1923. Assistant 
Urologist, Massachusetts General Hospital. 
Visiting Surgeon, Long Island Hospital, Boston. 
His subject is: ‘‘Ectopic Ureteral Opening, 
Absence of Half of Trigone, and Hypoplastic 


dress: 264 Beacon Street, Boston. 


Ritry, Aveustus. A.B., M.D. Harvard Uni- 
versity Medical School 1907. F.A.C.S.  As- 
sistant Professor of Genito-Urinary Surgery, 
Harvard Medical School. Visiting Surgeon in 
Urology, Boston City Hospital. Consultant in 
Genito-Urinary Surgery, Symmes Arlington 
Hospital. Consultant in Urology, Malden Hos- 
pital. Consultant in Genito-Urinary Dept. and 
Urologist to Cancer Dept., Boston Dispensary. 
His subject is: ‘‘Polyeystic Kidneys.’’ Page 
473. Address: 868 Beacon Street, Boston. 


VERMOOTEN, VINCENT. M.A., M.D. Johns 
Hopkins University School of Medicine 1923. 
F.A.C.S. Assistant Professor of Urology, Yale 
University School of Medicine. Attending Sur- 
geon, New Haven Hospital and New Haven 
Dispensary. His subject is: ‘‘The Prevention 
of Perivesical Cellulitis and Suppuration Fol- 
lowing Suprapubie Cystostomy by the Use of 
Kidd’s Perforator and Introducer.’’ Page 473. 
Address: New Haven Hospital, New Haven, 
Conn. 


JENKINS, HatHaway. M.D. Medical 
College of Virginia 1916. Clinical Instructor 
of Urology, Yale University. Assistant Attend- 
ing Physician, New Haven Hospital and the 
New Haven Dispensary. His subject is: ‘‘Em- 
bryonal Adenomyosarcoma of the Kidney in 
Adults.’’ Page 479. Address: 59 College 
Street, New Haven, Conn. 


DEMING, CLYDE Leroy. A.B., M.D. Yale Uni- 
versity School of Medicine 1915. F.A.C.S. 
Associate Clinical Professor of Urology, Yale 
University. His subject is: ‘‘A New Surgical 
Procedure for the Treatment of Resistant Ure- 
thral Caruncles.’’ Page 484. Address: New 
Haven Hospital, New Haven, Connecticut. 


Himes, NorMAN E. B.S., M.A. Associate Pro- 
fessor of Economics and Sociology, Clark Uni- 
versity, Worcester. For additional information 
see page 462, issue of August 27. His subject 
is: ‘‘Soranus on Birth Control.’’ Page 490. 
Address: Clark University, Worcester, Mass. 


Marsie, Henry C. A.B., M.D. Harvard Uni- 
versity Medical School 1910. F.A.C.S.  As- 
sistant in Surgery, Harvard University Medical © 
School. Surgeon, United States Veterans Hos- 
pital No. 44 and to Out-Patients, Massachusetts 
General Hospital. Surgeon-in-Chief, Chelsea 
Memorial Hospital. His subject is: ‘‘Indus- 
trial Aspects of Traumatic Surgery.’’ Page 
492. Address: 270 Commonwealth Avenue, 
Boston. 


GEorGE. M.D. Cooper Medical Col- 
lege, San Francisco, Calif. 1891. David P. 
Smith Clinical Professor of Medicine, Yale Uni- 
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versity School of Medicine. His subject is: 
“‘Coronary Occlusion and Angina Pectoris.’’ 
Page 495. Address: 195 Church Street, New 
Haven, Conn. 


Hunter, Joun A. M.D. University of Ver- 
mont College of Medicine 1911. His subject is: 
‘*Non-Traumatic Gas Bacillus Infection in Neck 
of Child Following Middle-Ear Infection.’’ 
Page 498. Address: Dover, New Hampshire. 


SmitH, Deerinc G. M.D. Yale University 
School of Medicine 1920. His subject is: 
‘‘Auricular Fibrillation Following a Massive 
Dose of Chloral.’’ Page 499. Address: Nashua, 
New Hampshire. 


MISCELLANY 


MASSACHUSETTS’ TOURIST CAMPS 
BY DR. GEORGE H. BIGELOW 


Commissioner of Public Health, Commonwealth 

of Massachusetts 

Over 500 wayside stands, overnight camps and 
tourist homes in all parts of the State have been in- 
spected by representatives of the State Department 
of Public Health since June 1. 

When it is considered how little has been the 
sanitary supervision of these places it is astonish- 
ing that in general they appear so satisfactory in 
this regard. The answer must be that the patroniz- 
ing public demands reasonable standards of sani- 
tation. 

Where inspection indicated suspicion of the water 
supply, samples for laboratory analysis have been 
collected. At 5 per cent. of the places visited the 
water was found to be unsafe for human consump- 
tion and the owners and the local boards of health 
notified. Subsequent inspection this season will be 
made to see what improvement has been made since 
it appears that unless conditions are changed the 
local board of health has ample authority to close 
down these places under the nuisance act. If re- 
sults seem to warrant it, we will consider asking for 
additional legislative authority. 

Certainly the future of this rapidly-growing indus- 
try depends upon the confidence of the public. We 
hope that the owners will codédperate in improving 
conditions where it was indicated they were unsat- 
isfactory so that it will not be necessary to resort 
to the more clumsy method of legal supervision.— 
United States Daily. 


ADVISORY HYGIENE BOARD FOR NORFOLK 
PRISON COLONY 


One of the progressive acts of Dr. A. Warren 
Stearns, as Commissioner of Corrections, is the ap- 
pointment of an Advisory Medical or Hygiene Board 
for the new Prison Colony in Norfolk. Such a step 
is made possible by the fact that Dr. Stearns has as 


minded man as Howard B. Gill. They believe that 
Massachusetts should be the leader in developing 
the best type of medical care for prisoners; there- 
fore, in codperation with the Harvard School of 
Public Health, the following Committee has been 
appointed: 

Dr. W. Irving Clark, Chairman. Dr. Clark is the 
new Associate Professor of Industrial Hygiene and 
personnel director of the Norton Company in 
Worcester. 

Dr. David L. Edsall, Dean of the Harvard School 
of Public Health. 

Dr. Elton Mayo, of the Harvard Business School, 
a man who is noted for research in Industrial Psy- 
chology. 

Dr. E. B. Wilson, an international authority on 
vital statistics. 

Dr. Hilbert F. Day, Professor of Clinical Surgery 
at Tufts College Medical School. 


The Committee hopes to work out a program to 
cover the medical needs of prisoners and plan es- 
pecial public health courses for the medical prison 
officers. One of their immediate problems is the 
building and equipping of a $250,000 Hospital, which 
has been possible under Governor Ely’s emergency 
construction program. This Hospital will include 
provision for the care of tuberculous as well as 
medical and surgical cases. The development of the 
Committee’s program is made possible by a grant 
from the Bureau of Social Hygiene in New York for 
the medical, educational, industrial and social work 
with individual prisoners. 

Dr. Day is at present acting as a link between the 
Committee and the Prison and as Surgical Con- 
sultant to Norfolk Prison Colony. Later a Consult- 
ing Staff, covering various fields of medical activity, 
will be appointed. 


AMERICAN RED CROSS 


Among the domestic disasters in which the Red 
Cross gave aid to victims during the fiscal year 
ended June 30, 1931, were floods in Nogales, 
Arizona, McCulloch County, Texas, and San Doral, 
New Mexico; tornadoes in Lyon County, Minne- 
sota, Latexo, Texas, Oklahoma County, Oklahoma, 
Lincoln and Franklin Counties, Mississippi, Yell 
County, Arkansas, Warren County, North Carolina, 
and Greenwood County, Kansas; cloudbursts in 
Utah, and Brisco and Hall Counties, Texas; mine 
explosions in McAlester, Oklahoma, Sunday Creek, 
Athens, Ohio, ‘Lutie, Oklahoma and Linton, Indiana; 
fires in Panama City, Florida, and Portage, Maine; 
forest fires in Florence County, Wisconsin, Mich- 
igan, Middleton, California and London County, Ten- 
nessee; a railroad accident in Elizabeth, N. J., and 
a typhoid fever epidemic in Jackson, Ohio. In the 
insular and foreign territory aid was given in floods 
in Turkey; a hurricane in Santa Domingo; earth- 
quakes in Mexico, Albania, New Zealand and 


Warden of Norfolk such a far-seeing and socially- 


Nicaragua; a storm in American Samoa; and three 
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fires in Porto Rico. The public support of the Red 
Cross by membership enables the organization to 
come to the rescue of afflicted communities at all 
times. 


TUBERCULOSIS ABSTRACTS 


By THE NATIONAL TUBERCULOSIS ASSOCIATION 
SEPTEMBER, 1931 


Atelectasis is defined as imperfect expansion of 
the lung. The condition is usually considered to be 
due to a gross obstruction in, or compression of, one 
of the larger bronchi, which prevents the expansion 
of the distal alveoli and causes their collapse. Sev- 
eral recent articles point out that atelectasis is a 
frequent occurrence in pulmonary tuberculosis and 
that it accounts for many of the physical and x-ray 
signs usually attributed to the tuberculous lesions. 
An understanding of the mechanism of atelectasis in 
pulmonary tuberculosis helps to clear up many of 
the puzzling phenomena of physical signs which 
cannot logically be accounted for by the existing 
pathology. 

ATELECTASIS IN PULMONARY TUBERCULOSIS 

Atelectasis in pulmonary tuberculosis may be 
caused in a number of ways. Tubercle bacilli 
commonly lodge in the terminal bronchioles where 
ciliated epithelium is not present and there tuber- 
cles are most likely to develop. The alveoli, or 


air cells, distal to the terminal bronchioles collapse 
and eventually become indurated. 


Large bronchi 


Tuberculosis of right lung. The right hemithorax and lung 
are contracted; the heart and trachea are displaced to the right 
and the diaphragm is elevated on this side. 
are also frequently invaded by the tuberculous 
process and produce atelectic areas distally. Ex- 
tensive atelectasis is of common occurrence in 
chronic, fibroid tuberculosis, due to occlusion of 
bronchi by scar tissue or caseous material. Large 


tuberculous lymph nodes may, by pressure on the 
trachea or bronchi, cause patches or even exten- 
sive masses of atelectasis. 


Apart from bronchial occlusion, there are other 
factors which favor atelectasis. In tuberculous 
lesions, particularly cavities, the air exchange is 
poor and the air pressure in cavities may be greater 
than the atmospheric pressure. Lobules supplied 
by bronchi intercepted by such cavities are likely 
to be collapsed. Atelectasis is probably favored 


Artificial pneumothorax induced without difficulty. The right 
hemithorax is normal in size. The viscera are in normal 
position. 
also by the methods of treating tuberculosis; ex- 
tended rest in bed, breathing with little effort, 
avoiding cough. 


X-RAY SIGNS OF ATELECTASIS 


A characteristic anatomical finding in pulmo- 
nary tuberculosis is the small lung with elevated 
diaphragm and displacement of the mediastinum 
to the affected side. The diminution in size of the 
lung and the visceral displacement are not caused 
by contracting fibrous adhesions, for these changes 
are frequently observed early in the process before 
adhesions of any extent could form. Moreover, 
these findings also occur in types of tuberculosis 
that are not usually associated with fibrosis (mil- 
iary and pneumonic). 

Bushnell finds displacement of the heart a very 
early sign and a delicate index of the existence of 
disease of the lungs. Norris finds a decrease in 
size of the entire hemithorax in unilateral, early 
tuberculosis. By fluoroscopic examination of cases 
with unilateral tuberculosis, the mediastinum . is 
seen to move pendulum-wise toward the affected 
side during deep inspiration and back to the nor- 
mal side during forced expiration. These and 
other observations indicate that the contracted lung 
of tuberculosis and visceral displacement are not 
always due to adhesions but are more often a mani- 
festation of airlessness of the affected lung. 


PHYSICAL SIGNS OF ATELECTASIS 


Contraction of the affected side and restricted 
mobility are observed by mensuration and by in- 
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spection in early cases of tuberculosis. By percus- 
sion can be demonstrated signs of contraction of 
the entire lung, elevation and small excursions oi 
the diaphragm. The earliest findings by auscul- 
tation are impairment or absence of the vesicular 
murmur and the gradual establishment of the 
bronchial murmur. Atelectasis accounts for or ex- 
plains these changed breath spunds. 

In more advanced lesions, physical signs become 
more pronounced; rales appear, and the medias- 
tinal displacement comes into evidence. One of 
the most important signs in tuberculosis is the 
finding of rales during inspiration immediately fol- 
lowing the expiratory cough. Such rales are due to 
the opening and closing of collapsed air passages 
as a result of forced breathing. As a tuberculous 
process becomes arrested, the atelectic areas show 
the presence of an increased amount of fibrous 
tissue; the alveoli are then permanently collapsed 
and the rales can no longer be elicited. 

The characteristic physical signs mentioned seem 
to be due to atelectasis rather than to the specific 
tuberculous infiltration. 


THE MECHANISM OF ATELECTASIS 
IN TUBERCULOSIS 


In the newborn, the lungs completely fill the 
chest and the intrapleural pressure is equal to the 
atmospheric pressure. A development proceeds, 
the chest grows more rapidly than the heart and 
lungs, which causes the intrapleural pressure to 
become negative. Decrease of the lung volume in 
atelectasis or cicatrization further increases the 
negative pressure in the intrapleural space on the 
affected side. This causes a displacement of the 
mediastinum to the affected side. For the same 
reason, the diaphragm on the affected side is ele- 
vated by the abdominal pressure. 

Atmospheric pressure on the outside of the chest 
causes the crowding of the ribs, the deviation of 
the sternum, and the curvature of the spinal col 
umn. These abnormalities are more pronounced 
during inspiration because the intrapleural pressure 
is further lowered during this phase of inspiration 
since the collapsed lung cannot inflate sufficiently 
to fill the created space. During forced expiration, 
the conditions are reversed and the increased intra- 
thoracic pressure is spent not in deflating the lungs 
but rather in displacing the mediastinum, which ex- 
plains its pendulum movement. 

As the absorption of air from the tissues is a 
rapid process, the visceral displacement is an early 
sign in tuberculosis, pneumonia, and in other dis- 
eases in which atelectasis occurs.—Atelectasis in 
Pulmonary Tuberculosis, Ephraim Korol, Amer. Rev. 
of Tuberc., May, 1931. 


TREATMENT OF ATELECTASIS IN PULMONARY 
TUBERCULOSIS 


Lobar atelectasis or massive collapse has become 
a well recognized clinical condition. It is due to 


bronchial obstruction, complications of chronic pul- 
monary disease, tumors causing pressure. 


Glenn 


contracting scar tissue. 
has developed slowly. He admits that none of his 


believes that lobar atelectasis, when occurring in 
pulmonary tuberculosis, is usually caused by ob- 
struction of the bronchus to the lower lobe by 
pressure from a tuberculous lymph node or by 
In his cases, atelectasis 


cases were bronchoscoped or came to autopsy and 
that, therefore, exact information concerning the 
etiological factors is not available. 

Textbooks and medical literature give little in- 
formation concerning the treatment of atelecta- 
sis as a complication of pulmonary tuberculosis. 
Aeration is sometimes restored without treatment. 
If the collapse has a sudden onset and the patient 
shows no tendency to hemorrhage, rolling the 
patient backward and forward with the involved 
side upward is sometimes effective. 

The first patient with atelectasis treated by the 
author with artificial pneumothorax showed such 
marked improvement that the treatment was re- 
peated in other cases thereafter. He reports seven 
cases of lobar atelectasis as a complication of pul- 
monary tuberculosis. 

All seven cases were of the left lower lobe. 
Six cases were treated with artificial pneumothorax 
and all were benefited. In at least two cases, 
the prognosis was changed from unfavorable to 
favorable. One patient could not be given artifi- 
cial pneumothorax because the pleural space was 
obliterated by adhesions. He concludes that atelec- 
tasis, when a complication of pulmonary tuber- 
culosis, is not difficult to recognize if the likelihood 
of its being present is realized, and that artificial 
pneumothorax is the logical treatment for this 
condition.—Massive Atelectasis in Pulmonary Tuber- 
culosis and Its Treatment by Artificial Pneumotho- 
raz, E. E. Glenn, Amer. Rev. of Tuberc., May, 1931. 


LOWEST INFANT MORTALITY RATE EVER 
RECORDED IN NEW JERSEY 


New Jersey during 1930 had the lowest infant mor- 
tality rate ever recorded in the State, according to 
the annual report of the State Department of Health. 
The death rates from typhoid fever and tuberculosis 
also reached a new low mark, the United States Daily 
reports. 

The infant mortality rate per 1,000 babies born 
alive was 56.6, compared with 60.2 for 1929. The 
death rate from typhoid fever was 0.11 for 10,000 
population. Tuberculosis, in all forms, caused 2,805 
deaths, a rate of 6.90 per 10,000 population. 

No deaths from smallpox have been reported in 
New Jersey in the period 1926-30, but measles caused 
126 deaths in 1930 as compared with 33 in 1929. In- 
fantile paralysis in 1930 was recorded about the same 
as in 1929, most cases developing during the late 
summer. 


APPENDICITIS DEATH RATE 


According to an estimate by the Spectator, an 
insurance periodical, from 18,000 to 20,000 deaths 
occur annually from appendicitis in the United 
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States. This gives us the highest mortality rates of 
the world’s civilized nations. 

The survey indicated that Oak Park, IIl., had an 
appendicitis death rate of 59.0 per 100,000; Lexing- 
ton, Ky., 58.9; Sioux City, Ia, 54.2; Little Rock, 
Ark., 52.4 and Wheeling, W. Va., 51.8. 

Ranging somewhat lower were: Brockton, Mass., 
42.5; Jackson, Mich. 43.4; Savannah, Ga., 40.0; 
Lancaster, Pa., 39.9 and Madison, Wis., 37.8. 

Among the cities which in 1930 were listed as 
“singularly free from appendicitis deaths” were: 
Fresno, Cal., 1.9 per 100,000; Orange, N. J., 2.8; 
Newton, Mass., 4.6; Troy, N. Y., 5.5; Newport, R. L, 
7.3; Wilkesbarre, Pa., 9.2 and Galveston, Tex., 7.5. 


PREVALENCE OF COMMUNICABLE DISEASES 


The United States Public Health Service has 
issued the following statement regarding the preva- 
lence of communicable diseases in the United States. 

The 96 cities reporting cases used in the following 
table are situated in all parts of the country and 
have an estimated aggregate population of more 
than 32,720,000. The estimated population of the 89 
cities reporting deaths is more than 31,175,000. The 
estimated expectancy is based on the experience of 


the last nine years, excluding epidemics. Weeks 
ended August 1, 1931, and August 2, 1930: 
Cases REPORTED 
Diphtheria: 
Est 
1931 1930 exp. 
46 States 483 560 — 
96 cities 227 238 419 
Measles: 
45 States 1,898 1,513 —_— 
96 cities 589 417 —— 
Meningococcus meningitis: 
46 States 60 98 — 
96 cities 32 40 
Poliomyelitis: 
46 States 598 222 — 
Scarlet fever: 
46 States 882 747 — 
96 cities 298 235 293 
Smallpox: 
46 States 179 260 a 
96 cities 13 21 16 
Typhoid fever: 
46 States 908 930 —_ 
96 cities 171 111 120 
DEATHS REPORTED 
Influenza and pneumonia: 
89 cities 312 318 —_ 


INTERNATIONAL INTERCHANGE OF SANITARY 
INFORMATION 


According to a recent statement by the United 
States Public Health Service, as early as 1881 an 
International Sanitary Conference was held in Wash- 


ington on call by the United States Government, 
which invited the maritime powers of the world to 
meet for the purpose of considering an international 
system of notification of the actual sanitary condi- 
tions of ports and places under the jurisdiction of 
such powers. Later conferences, in which the United 
States was represented, had for their purpose the 
formulation of international sanitary regulations 
and conventions. The Sanitary Convention of Paris, 
1903, was ratified by the United States Senate by its 
resolution of March 1, 1905. The exchange of rati- 
fications between the representatives of the partici- 
pating powers took place in Paris on April 6, 1907. 
This action represents the most advanced step taken 
to that time for international control of epidemic 
diseases. With the great progress of the public 
health movement throughout the world and the 
marked advances in international sanitation, and in- 
creased knowledge of the causes of diseases and the 
manner of their spread, revision of the International 
Sanitary Convention was made from time to time 
to accord with sanitary progress. The last revision 
was signed at Paris by officers of the Service, rep- 
resenting the United States, on June 21, 1926. The 
revised convention was ratified by the United States 
Senate on March 22, 1928, and proclaimed by the 
President on June 21, 1928. The acceptance by the 
United States of the revised treaty is of great im- 
portance in international sanitary matters, such as 
maritime quarantine, the reporting of outbreaks of 
diseases, the sanitary precautions to be observed in 
infected ports, and other factors relating to con- 
certed international control of sanitary conditions. 

The International Health Office (Office Interna- 
tional d’Hygiene Publique) was created and estab- 
lished in the French Office of Foreign Affairs by inter- 
national agreement signed at Rome, December 9, 
1907, for the collection and dissemination of epi- 
demiological information under the provisions of the 
International Sanitary Convention, and to collect 
and bring to the knowledge of the participating gov- 
ernments facts and documents of a general character 
concerning public health, and especially regarding 
infectious diseases. The International Health Office 
performs its functions under the authority and su- 
pervision of a Permanent Committee composed of 
delegates of the contracting governments. The Unit- 
ed States has always been represented on the Com- 
mittee by a medical officer of the Public Health 
Service. 

The Pan American Sanitary Bureau is another 
important body created for the control of the inter- 
national spread of disease, but its activities are large- 
ly limited to the American republics, as the name 
implies. However, in 1928, the Pan American Sani- 
tary Bureau, by mutually satisfactory agreement, 
was designated by the International Health Office 
a regional codperating agency, within the purview 
of Article 7 of the International Sanitary Conven- 
tion, for the collection and dissemination of epidemi- 
ological intelligence in the participating countries. é 
The Pan American Sanitary Conferences and the 
Pan American Sanitary Bureau were created by the 
Second International Conference of American States 
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The Pan American Sanitary Bureau is the perma- 
nent Executive Board of the Pan American Sanitary 
Conference, with headquarters at Washington, D. C. 
The United States has always been represented at 
Pan American ‘Sanitary Conferences by a medical 
officer of the Public Health Service, and since its 
organization the Surgeon General of the Public 
Health Service has been the Director of the Pan 
American Sanitary Bureau. The usefulness of the 
Sanitary Bureau in the International control of dis- 
ease by American Republics and its value in the 
settlement of vexatious sanitary problems with our 
neighboring nations can hardly be overestimated. 

The Pan American Sanitary Code signed on No- 
vember 14, 1924, by medical officers of the Public 
Health Service representing the United States and 
delegates of other American Republics represented 
at the Seventh Pan American Conference at Habana, 
was ratified by the Senate of the United States on 
February 23, 1925. This code is believed to be the 
most comprehensive and practical international sani- 
tary instrument ever devised. Under the provisions 
of this treaty and the authorization of the quaran- 
tine act of 1893, medical officers of the Service, on 
request, have been loaned from time to time to 
several of the participating governments to assist 
in the reorganization of their health work, to advise 
in respect of the actual status of the communicable 
diseases of man and the sanitary measures to be 
taken for their control or eradication, and to report 
on the sanitary condition of ports and the presence 
of quarantinable diseases in accordance with the 
terms of the quarantine laws. 

The relations of the Public Health Service with 
the Health Organization of the League of Nations 
are somewhat indirect. This international health 
organization was established by resolution of the 
Assembly of the League passed December 10, 1920, 
under authorization of the Covenant of the League 
which was formally adopted at a session of the Pre- 
liminary Peace Conference. Medical officers of the 
Public Health Service have been permitted and de- 
tailed to serve in an advisory capacity on the Health 
Committee and on special committees of the Health 
Organization. 


CORRESPONDENCE 


THE USE OF CINCHOPHEN COMPOUNDS 


August 24, 1931. 
Editor, New England Journal of Medicine, 
Dear Sir: 

A recent letter to you from Dr. Reid Hunt, pub- 
lished in the Journal, August 6, 1931, page 314, leads 
me to state a few facts and express a few opinions 
which I hope will help to clarify the subject of 
Farastan administration. 

Farastan is a compound formed by the chemical 
union of one molecule each of cinchophen and 
iodine. It is claimed by the Farastan Company that 
in the body the iodine is liberated from _ the 


iodine and to cinchophen. Their evidence for this 
statement is the fact that the urine of patients re- 
ceiving the drug gives a test for iodides. 


The drug Farastan is advertised only to the medi- 
cal profession and drug trade, and presumably 
therefore, can be considered an ethical preparation; 
unless the stamp of approval of the Council on 
Pharmacy and Chemistry must be considered a 
further requisite. The name “Mono-iodo-cincho- 
phen” appears plainly on each box of capsules. 
Furthermore, the enclosed pamphlet in each box 
cautions clearly, “The physician will, of course, take 
the usual precaution with the patient who shows an 
idiosyncrasy for either cinchophen or iodine; also 
previous hepatic or nephritic involvement.” The 
recommended dosage is two 3 3/4 grains capsules 
three times daily. I have found that one capsule 
three times daily is sufficient in most patients. 

Cinchophen is a chemical compound which ap- 
pears in “Useful Drugs,” and which is there said to 
be “relatively harmless in suitable doses,” but “over- 
dosage results in various symptoms of intoxication. 

. Excessive doses or the long-continued use of 
moderate amounts may cause damage to the kidney 
and occasionally give rise to acute yellow atrophy 
or to dangerous or fatal hepatitis, usually char- 
acterized by the late and relatively abrupt onset of 
symptoms, the most frequent being jaundice. ... 
Especial caution is necessary in the use of cincho- 
phen in the presence of renal insufficiency. The 
promiscuous use of cinchophen by the public for 
the relief of pain is obviously dangerous. 
Dosage: 8 grains four times a day with large quan- 
tities of water.” 

A recent unpublished investigation of the cincho- 
phen-liver damage problem has revealed the fact 
that 488,000 pounds of cinchophen have been used 
in this country in the past six years. If we estimate 
that on the average each patient took 750 grains we 
can assume that 4,560,750 received the drug in the 
past six years. When we compare that number with 
the number of authentic cases of acute yellow 
atrophy of the liver following cinchophen ingestion 
which have appeared in American literature during 
this period (19 cases) the chance of death from 
acute yellow atrophy becomes 1 case in 457,500 
taking the drug. But even if we assume that many 
cases have not been reported, say 100, still the 
chance of poisoning under all types of use is 
comparatively slight. 

There is no basis, either theoretical or experi- 
mental, to believe that Farastan is potentially any 
more harmful than cinchophen. Farastan has been 
given in large quantities to animals over long pe- 
riods of time and massive doses have been injected 
without evidence of liver damage. Yet we must 
face the fact that Farastan and cinchophen have 
been given to certain patients who later have de- 
veloped acute yellow atrophy. The author has had 
one patient who took only 48 capsules of Farastan 
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and who developed severe liver damage. However, 
in this case there were two other pronounced and 
well-recognized factors as a cause of toxic cirrhosis 
(exposure to cold, and a severe grip infection). 
Another patient developed catarrhal jaundice which 
may have been due to Farastan, but the recovery 
was prompt as in catarrkal jaundice. (These pa- 
tients have been given no more Farastan.) In 
contrast to this the author has given the drug suc- 
cessfully over long periods of time to at least 200 
patients without harm. A small additional group 
have shown idiosyncrasies to it either in the form 
of gastric intolerance or urticaria. Those with the 
tendency to urticaria have been advised to take it 
intermittently in small doses, and there has been no 
subsequent harm, but rather much benefit to their 


arthritis. 

The main question for the physician to decide 
is not only whether he shall use Farastan, but 
whether he shall use cinchophen or any cinchophen 
derivative. One is probably no more harmful than 
the other. The Council has decreed that Farastan 
is “an illogical” preparation for it is merely a com- 
bination of iodine and cinchophen. (I wonder why 
they have not decreed that Amiodoxyl is an illogical 
preparation for it is only a combination of iodine, 
oxygen, and salicylic acid.) The proof of the value 
of a drug does not lie entirely within the realm of 
theorizing on its action on the basis of the action of 
its component parts. But it would seem that the 
Council has not even put this method to a fair test, 
for they have considered the action of Farastan to 
be similar to the action of iodide and cinchophen. 
They do not allow for the possible action of 
“nascent” iodine before it is changed into iodide. 

The writer is of the very firm opinion that the 
action of Farastan is distinctly different (possibly 
qualitatively, surely quantitatively) from the action 
of iodides and cinchophen either in combination or 
separately, for he has tried these not in the arm- 
chair, but in patients. There is no question in his 
mind but that Farastan is one of the most impor- 
tant advances towards the alleviation of the pain 
and crippling action of hypertrophic arthritis that 
has yet been made. It is an extremely valuable 
drug. I have had patients who previously had 
shown no improvement from cinchophen (Atophen) 
show almost unbelievable improvement from 
Farastan. It rarely fails to bring great relief and 
increased function to the hypertrophic arthritic. 

It can, in all probability, be given with safety if 
greatly debilitated patients, and those who have 
a history of previous liver or kidney damage, are 
excluded from the list. It would be wise not to 
give it following an infection until complete recov- 
ery has taken place. It should be stopped promptly 
in the presence of developing jaundice or anasarca. 
It is wise to give it intermittently, directing its use 
the first 10 to 20 days out of each month, or the 
first 3 days of each week. 

It is my personal opinion that its beneficial ac- 
tion is due to the vasodilating effect caused by the 


liberation of nascent iodine in the body. I believe 
that the cinchophen acts chiefly as a vehicle for the 
iodine. Dr. Hunt would in all probability do hu- 
manity a great service if he could find a non-toxic 
vehicle which would liberate “nascent” iodine in the 
blood streams. The fact that Farastan is so spe- 
cific and beneficial in old age arthritis (hyper- 
trophic) should spur the pharmacologist on in his 
endeavor to find the ideal compound. It would seem 
that Farastan at least is doing the service of point- 
ing the way. I certainly shall continue to use 
Farastan, trying to select my cases with care, but I 
will welcome the discovery of the ideal iodine de- 
rivative. I am interested primarily in what will 
give relief consistently to my patients. Every day 
the physician is called upon to administer poisonous 
drugs for the relief of human suffering; in doing so 
he must use them intelligently and balance the 
ever-present possibility of harmful side effects 
against the possibility of benefit to his patient. 
Should he fail, he must not be unequivocably con- 
demned; and should the drug produce a harmful 
side effect it need not necessarily be unequivocably 
condemned. 
MILLARD SMITH, M.D. 
472 Commonwealth Avenue, Boston, Mass. 


BOARD OF REGISTRATION IN MEDICINE 
August 24, 1931. 
Dear Doctor: 

At a meeting of the Board of Registration in 
Medicine held August 20, 1931, the following was 
voted: 

That the license of Dr. George Warren East- 
man of Lynn be revoked, on the charge of 
conviction in court of having performed 
an abortion. 
That the license of Dr. Charles Damsky of 
Lynn be suspended for one month, on the 
charge of false testimony in court concern- 
ing the school from which he received his 
degree of medicine. 
That the license of Dr. Edward J. Flaherty 
of Maynard be restored September 1, 1931, 
and that he be placed on probation. 
Very truly yours, 
STEPHEN RusHMoRE, M.D., 
Secretary. 


ARTICLES ACCEPTED BY THE AMERICAN MED- 
ICAL ASSOCIATION COUNCIL ON PHARMACY 
AND CHEMISTRY 

535 North Dearborn Street, Chicago, III., 
August 28, 1931. 

Editor, The New England Journal of Medicine, 

In addition to the articles enumerated in our letter 
of July 25 the following have been accepted: 


Sandoz Chemical Works, Inc. 
Gynergen Solution 0.1 per cent. 
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E. R. Squibb & Sons 
Squibb Chocolate Vitavose 
Winthrop Chemical Co., Inc. 
Skiodan 
Yours truly, 
W. A. PucKNER, Secretary, 
Council on Pharmacy and Chemistry. 


RECENT DEATH 


AGRAMONTE — Dr. ARISTIDES AGRAMONTE, noted 
for his work in the control of yellow fever, has died 
in New Orleans of heart disease at the age of 62. 
He was the last survivor of a medical board of four 
appointed by the United States thirty years ago to 
investigate the acute infectious diseases in Cuba. 
The other members were Major Walter Reed, Dr. 
James Carroll and Dr. Jesse Lazear, and it was this 
board which discovered the source of the infection 
of yellow fever. 

Dr. Agramonte was born in Cuba, the son of one 
of the generals in the first Cuban insurrection. He 
was brought up in New York, being graduated from 
the College of Physicians and Surgeons in 1892. 
At the time of his death he was president of the 
Pan American Medical Association. 


NEWS ITEM 


DR. W. G. MORGAN DEAN OF GEORGETOWN 
MEDICAL SCHOOL—Dr. William Gerry Morgan, 
former president of the American Medical Associa- 
tion, has been elected dean of the Georgetown Uni- 
versity School of Medicine. Dr. Morgan will have 
the unique distinction of continuing to serve also 
as a regent of the University. 


NOTICES 


REMOVALS 
Dr. Greene FitzHugh has moved his office to 12 
Hereford Street, Boston. 
Dr. Maurice Fremont-Smith has moved his office 
to 12 Hereford Street, Boston. 
Dr. M. Marlin announces the removal of his office 
to 385 Broadway, Cambridge. 


RADIO HEALTH MESSAGES 

Sponsored by the Public Education Committee of 
the Massachusetts Medical Society and the Massa- 
chusetts Department of Public Health. 

Courtesy WBZA. Thursdays at 5:17 P. M. 
September 

3 Preventive Medicine 
10 Bright’s Disease 
17 What to do About Cancer 
24 Nerves 


October 

1 Gall Stones 

8 What a Health Examination Means 
Sunlight and Ultra-violet Rays | 
Hospitals—Then and Now 


29 What the Public Should Know of Diabetes 
November 

5 High Blood Pressure 

12 The Care of Pulmonary Tuberculosis 

19 Accidents in the Home 

26 Fatigue as a Symptom of Disease 

December 

3 Overweight—Cause and Prevention 
Can We Prolong Life? 
Pasteurized or Raw Milk 

Public Health in the Coming Year 
Mental Health 


STATE BROADCAST 
Sponsored by the Massachusetts Department of 
Public Health. 
Courtesy WEEI. Fridays at 12:30 P. M. 
The various activities of the Department are dis- 
cussed by the Directors of its nine Divisions. 
@ 
Rapio HEALTH ForuUM 
Directed by the Massachusetts Department of 
Public Health. 
Courtesy WEEI. Fridays at 4:50 P. M. 
Queries from the public are answered under the 
sponsorship of the Department. 
Questions on Health and Prevention of Disease 
may be sent to: Radio Health Forum, State Depart- 
ment of Public Health, State House, Boston. 


NOTICES OF MEETINGS 


THE SEVENTH CLINICAL CONGRESS 


CONNECTICUT STATE MEDICAL 
SOCIETY 
New HAvEN, SEPTEMBER 22, 23, 24, 1931 
STERLING HALL OF MEDICINE, NEW HAVEN HOospPITAL, 
CEDAR STREET 
PROGRAM 
SEPTEMBER TWENTY-SECOND 
Time scheduled is Daylight Saving Time 
Sterling Hall of Medicine 


William R. LaField, Clinical Professor of Radiology, 
Yale Medical School, Presiding 


10:30 


Medicinal Foods. E. Monroe Bailey, Chemist in 
Charge, Connecticut Agricultural Station. 


11:30 
Tumors of the Large Bowel. Daniel F. Jones, As- 
sociate in Surgery, Harvard Medical School. 


12:30 
Functional Gastro-Intestinal Disturbances. Thomas 
R. Brown, Associate Professor of Clinical Medi- 
cine, Johns Hopkins University. 
The Discussion of Papers Will Be Limited to the 
Asking of Questions 
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1:30 
Luncheon 
Group discussions and demonstrations will be held 
in various rooms in the Sterling Hall of Medicine, 
Lauder Hall, and the Farnam Memorial Building. 
The various demonstrations will be held simultane- 
ously and repeated throughout the afternoon. 
Group Discussions 


Functional Gastro-Intestinal Disturbances. 
R. Brown, Eugen Kahn. 
Tumors of the Large Bowel. Daniel F. Jones. 
Infant Feeding. Joseph I. Linde. 
Demonstrations 


Medicinal Foods. E. Monroe Bailey. 

Gastric Pouch Experiments. George R. Cowgill. 

Vitamine Deficiencies. Lafayette B. Mendel. 

Pathological Lesions. Samuel C. Harvey and Staff, 
Raymond G. Hussey and, Staff. ; 

Gastro-Intestinal Studies. William A. LaField and 
Staff. 

Test Meal. Albert J. Sullivan. 

Dental Pathology. Bert G. Anderson. 

Hypodermoclysis. Grover F. Powers and Staff. 

Congenital Anomalies of the Digestive Tract. Ethel 
C. Dunham. 

Carcinoma of the Stomach. Ashley W. Oughterson. 


Thomas 


7:00 
New Haven Lawn Club 
Dinner Meeting 

Tickets may be obtained at the registration desk 
Charles C. Gildersleeve, Norwich, President. State 

Medical Society, Presiding 
Is Medical Service a Necessity? Linsly R. Williams, 

Director New York Academy of Medicine. 


SEPTEMBER TWENTY-THIRD 
Sterling Hall of Medicine 
9: 00-10:45 
Winthrop M. Phelps, Associate Professor of Ortho- 
pedics, Yale Medical School, Presiding 
The Treatment of Fractures 

Fractures of the Lower Extremity. Philip Wilson, 
Associate Professor of Orthopedics, Harvard 
Medical School. 

Fractures of the Upper Extremity. Clay R. Mur- 
ray, Assistant Professor of Surgery, College of 
Physicians and Surgeons, Columbia University. 

10: 45-11:30 
Charles-Edward A. Winslow, Anna M. Lauder Pro- 
fessor of Public Health, Yale Medical School, 
Presiding 
The Prophylaxis and Treatment of Diphtheria 

The Control of Diphtheria by Bacteriological and 
Immunological Methods. William H. Park, Di- 
rector of Laboratories, New York City Depart- 


ment of Health. 
Epidemiological Studies of Diphtheria Control 


(Illustrated). Edward S. Godfrey, Director 
Division of Communicable Diseases, New York 
State Department of Health. 
Diphtheria in Connecticut. Stanley H. Osborn, 
Commissioner of Health, State of Connecticut. 
Results in Bridgeport. William F. Wild, Health 
Officer, Bridgeport. 
Results in New Haven. 
Officer, New Haven. 
The Discussion of Papers Will Be Limited to the 
Asking of Questions 
1:30 
Luncheon 
2:30 
Group discussions and demonstrations will be held 
in various rooms in the Sterling Hall of Medicine, 
Lauder Hall, and the Farnam Memorial Building. 
The various demonstrations will be held simultane- 
ously and repeated throughout the afternoon. 
Diphtheria 
Clinical Pathological Conference. 
and Staff. 
Round Table Discussion. Charles-Edward A. Wins- 
low and Staff. 


John L. Rice, Health 


Francis G. Blake 


Demonstrations 
Bacteriological Methods for Diagnosis and Release 
of Diphtheria Cases. James D. Trask, Agnes 
R. Beebe. 
Schick Testing. E. Irene Boardman. 
Method of Testing for Hypersensitiveness to 
Horse Serum. Louis Claiborn. 
Immunization with Toxin-Antitoxin. Jean Hip- 
politus. 
Immunization with Toxoid. Charles S. Culotta. 
Exhibit of the Diphtheria Situation in Connec- 
ticut. Stanley H. Osborn and Staff. 
The Moving Picture in Public Education. Eliza- 
beth Nickerson. 
Fractures 
There will be demonstrations of the treatment of 
all types of fractures of the extremities, including 
the early mobilization treatment of fractures by 
relaxed motion and directions for the exact tech- 
nique, with especial reference to the elbow and 
shoulders. An exhibition of special splints for use 
in Colles fractures, sugar tong splints and the va- 
rious devices for the application of traction. Clay 
R. Murray, Philip Wilson, Winthrop M. Phelps and 
Staff. 


7:00 
New Haven Lawn Club 
Dinner Meeting 
Tickets may be obtained at the registration desk 
Milton C. Winternitz, Chairman of the Clinical 
Congress, Presiding 

Maternal Health in Relation to Race Betterment. 

Theodore T. Zuck, Associate of the Brush Foun- 

dation and the Maternal Health Clinic, Cleve- 

land, Ohio. 
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SEPTEMBER TWENTY-FOURTH . 
Sterling Hall of Medicine 
9:00 
Maternal Health 
Arthur H. Morse, Professor of Obstetrics and Gyne- 
cology, Yale Medical School, Presiding 
Marital Maladjustments. William B. Terhune, As- 
sociate Medical Director, Austen Riggs Founda- 
tion, Stockbridge, Massachusetts. 


10:00 
Tuberculosis and Pregnancy. David R. Lyman, Di- 
rector, Gaylord Farm Sanatorium, Wallingford, 
Conn. 


11:00 
Sterility Studies—Essentials in the Diagnostic Sur- 
vey (Illustrated). William H. Cary, New York 
City. 


12:00 
Seven Years’ Research in Contraceptive Methods. 
Robert L. Dickinson, Secretary, National Com- 
; mittee on Maternal Health. 
The Discussion of Papers Will Be Limited to the 
Asking of Questions 


1:00 
Luncheon 


2:00 
Group Discussions 
Sexual Adjustment in Marriage. 
enway Kenyon. 
Sterility. William H. Cary. 


3:00 
Demonstration of Contraceptive Apparatus. Rob- 
ert L. Dickinson. 
Address all inquiries regarding the Congress to 
Dr. Creighton Barker, 129 Whitney Avenue, New 
Haven, Conn. 


Josephine Hem- 


BRISTOL NORTH DISTRICT MEDICAL SOCIETY 
The Fall meeting will be held at Mansfield, Sep- 
tember 17. Dinner at the Mansfield Tavern, Mans- 
field, at 1 P. M. Speaker: Dr. Cadis Phipps of 
Boston. Subject: “Management of Ambulatory 
Cases of Heart Disease.” 
C. B. Kinessury, M.D., Secretary. 


MIDDLESEX SOUTH DISTRICT MEDICAL GOLF 
ASSOCIATION 


Fall tournament at Belmont Spring Country Club, 
Wednesday, September 16. 


SOCIETY MEETINGS 
CONGRESSES AND CONFERENCES 


September 11- Surgical Society. See 

page 366, issue of Au 13. 
ptember 14-17—The Public Health Associa- 

tion. See page 415, Gane of August 

September e Clinical Congress 
of the fammaetiant State Medical Society. See notice on 
page 365, issue of August 13, and page 513 of this issue. 

October 5, 6, 7, 8—American Congress of Physical Ther- 
apy. See notice’ on page 272, issue of July 30. 
ae 8-9—Vermont State Medical Society. See page 


October 12-16—Announcement of the Clinical Congress 
of the American College of Surgeons. See page 1175, issue 


of May 28. 
October 19-22—The Interstate Post Graduate Medica 
Association of North America. See page 1125, issue o 


ay 21. 

October 19-30—Graduate Fortnight of the New York 
Academy of Medicine. See pa page 1230, issue of June 4, 
and page 465, issue of August 2 

April 4-8, 1932 e American core of Physicians. 
See notice on page 1232, issue of Jun 

Autumn 1931—Spring 1932-International Medical Post- 
graduate Courses in Berlin. See page 468, issue of 


August 27. 
DISTRICT MEDICAL SOCIETIES 


Bristol North District Medical Society 
September 17—See notice elsewhere on this page. 
Franklin District Medical Society 

Meetings will be held on the second Tuesday of Sep- 
tember, November, January, March and May at the 
Weldon, Greenfield, at 11 A. M. 

CHARLES MOLINE, Secretary. 
Middlesex South District Medical Society 

September 16—Golf Association. See page 468, issue of 

August 27. 


BOOK REVIEWS 


The Diagnosis and Treatment of Brain Tumors. By 
ERNEST SAcHS, M.D. 381 Pages. Illustrated. C. V. 
Mosby Co., Publishers. Price $10.00. 


Dr. Sachs has given us in this volume a good in- 
sight into his method of handling brain tumor cases, 
and few, if any, of those who follow this difficult 
branch of surgery will take exception to what he 
says. There may be minor differences of opinion 
but in the main his teaching expresses the views 
of the leaders in cranial surgery in America. 

The chapters on diagnosis and pathology will be 
of particular value to the medical student, few of 
whom can be familiar enough with surgical tech- 
nique to appreciate the pages devoted to operative 
procedures. These will be of value to the surgeon, 
both the beginner and one more experienced, for his 
descriptions are clear cut and forceful. There are 
many suggestions scattered throughout the book 
which will aid in the avoidance of diagnostic and 
technical errors. 

The book is comprehensive and accurate and at 

the same time it is brief. The illustrations are clear 
and well chosen and the technical matters of print- 
ing, binding, etc., most satisfactory. 
_ American surgical literature has been waiting for 
a concise and authoritative book on brain tumor and 
Dr. Sachs has supplied it. Even though we may see 
in the future some more exhaustive treatise on this 
subject, this book will still hold its place on our 
shelves, for here are clearly expressed in readable 
language the thoughts of a man of wide experience 
and sound judgment. 


Problémes Actuels de Pathologie Médicale. A. CLERC 
et al. Masson et Cie. Paris. 1931. Pp. 329. 
Price 40 fr. 


The subjects considered in this volume are the réle 
of coronary obstruction in cardiac pathology, agran- 
ulocytosis, the alkali reserve, the diagnosis of stones 
of the common duct, celiac disease, infectious jaun- 
dice, capillary hemorrhages, infarction of the heart, 
the clinical applications of basal metabolism, per- 
manent tachycardia, pulmonary gangrene, and med- 
ical aspects of anaphylaxis. 
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These clearly and pleasantly written treatises by 
Clerc and his collaborators provide a brief review 
of the important facts in each of the fields cov- 
ered. The emphasis is entirely on the clinical rather 
than on the pathological side, although the path- 
ological groundwork of the various conditions dis- 
cussed is concisely presented. 


Lehrbuch der Allgemeinen Physiologie. Edited by 
Dr. Puit. and Mep. Ernst GELLHORN. Under as- 
sistance of Pror. Dr. L. AsHER. Georg Thieme. 
Leipzig. 1931. Pp. 741. 


This textbook of general physiology consists of a 
section on the cell as a physico-chemical system by 
Dr. Gellhorn, which occupies nearly one-third of the 
book; one on the chemistry of the cell by Dr. Carl 
Oppenheimer, who also contributes a section on the 
energetics of living matter; two sections by Dr. 
Josef Spek, the cell as a morphologic system, and 
the general physiology of development and determi- 
nation of structure. A section on the general physi- 
ology of excitation processes is contributed by Pro- 
fessor Asher. The final section on tropisms is writ- 
ten by Professor v. Buddenbrock. The volume is 
reasonably well provided with illustrations, although 
more might be added with considerable advantage. 

The high standard set in this field by Bayliss 
makes it very difficult for even very good texts, such 
as this, to compete with it. The bibliography, while 
it surveys the German literature apparently quite 
adequately, is somewhat sketchy when it comes to 
the work presented in the journals of those interested 
in the field of physiology. 


Communicable Disease Control. The Report of the 
Committee on Communicable Disease Control of the 
White House Conference on Child Health and Pro- 
tection. The Century Co. Royal 8vo, 288 pages. 
Price $2.25. 


This admirable volume of 243 pages comprises the 
report of Committee B on Communicable Disease 
Control of the White House Conference under the 
chairmanship of Dr. George H. Bigelow, Commis- 
sioner of Health of Massachusetts. It illustrates de- 
cisively the value of the statistical method of at- 
tacking a problem of this nature and, consequently, 
includes a great number of statistical tables. 

In the opening chapter the factors in control are 
listed, the purpose of the report being stated as fol- 
lows: “first, to point out the importance of the con- 
trol of communicable diseases among children; sec- 
ond, to review the current control practices; third, 
to recommend those practices which seem most val- 
uable; and, fourth, to suggest the fields in which fur- 
ther study is most urgently needed”. 

Prevalence among children is taken up in detail, 
partly from sickness surveys, and a large part of 


the volume consists in a careful listing and analysis | 


of the procedures recommended for the control of 
individual cases. Finally, recommendations are 
made for the control of disease and for additional 
studies and research. The appendix lists the recent 


accomplishments by states and the larger cities in 
control, and some of the measures used. 


The Child from One to Six. His Care and Train- 
ing. Publication No. 30. United States Depart- 
ment of Labor, Children’s Bureau, 1931. 

This pamphlet of 150 pages, the outgrowth of the 
Bureau’s bulletin on the care of the preschooi child, 
first published in 1918, has been entirely rewritten 
by Dr. Marjorie F. Murray, pediatrician-in-chief of 
the Mary Imogene Bassett Hospital, Cooperstown, 
N. Y., and Dr. Martha M. Eliot, director of the child- 
hygiene division of the Children’s Bureau, under the 
supervision of the bureau’s advisory committee of 
pediatricians. 

With the revision of this bulletin the Children’s 
Bureau can now offer a list of publications which 
will furnish stout competition to any of the com- 
mercially published books on child care and training 
on the market. 

The work is thoroughly up-to-date; it is fundamen- 
tally sound and concise and so simple in language 
as to be understandable by the parents of any eco- 
nomic stratum. Following the modern trend this 
bulletin, while treating capably the physical aspects 
of the care of children in the age group, places es- 
pecial emphasis where it should be placed — on 
training, discipline and habit formation. Some of 
the goals aimed at, it is true, represent the ideal, 
rather than the easily obtainable; many a careful 
mother with a satisfactorily normal child will find 
that her offspring falls short of the training stand- 
ards here set forth, but there is some virtue in 
shooting at the moon even if we cannot always 
reach it. No higher tribute can be paid to this 
pamphlet than to say that it should be in the hands 
of every mother—as it easily can be by writing to 
the Children’s Bureau. 


Fundamentals of Dermatology. By ALFRED 
ScHALEK. 2nd Edition. Lea & Febiger. 236 pp. 
58 engravings. Price $3.00. 


This little book of 236 pages is well titled. It 
does discuss the fundamentals of skin disease and 
surveys the subject in a very brief manner. In 
fact, it is so brief that its use is probably limited to 
elementary students and nurses. Even for these 
students, the photographs, the backbone of any 
dermatological textbook, though good are too few. 
Additional illustrations would be of considerable 
aid, though increasing the cost. The alphabetical 
arrangement of diseases will be of service to the 
elementary students by reason of its simplicity. 
Likewise the section on dermatological aphorisms 
has much meat for these students,—and for some of 
the older men as well for that matter. Syphilis is 
outlined in 14 pages, three of which are devoted 
to a brief discussion of treatment. Modern meth- 
ods of external treatment such as roentgen-ray 
therapy, ultra-violet ray therapy, etc., are discussed 
with a brief reference and in far too general a@ 


manner. 


